Convened 4:02 p.m.
Recessed
Reconvened
Adjourned 6:05 p.m.

Members Present
Mr. Friese

Mr, Lawrence

Mr. Meyer

Mrs. Cobb, Vice-Chairman

Mrs. Carter, Chairman

Agenda

ARIZONA HOUSE OF REPRESENTATIVES
Fifty-second Legislature — Second Regular Session A

COMMITTEE ON HEALTH

Report of Regular Meeting
Tuesday, February 23, 2016
House Hearing Room 4 -- 2:00 p.m.

Members Absent
Mrt. Boyer

Original Agenda — Attachment 1

Request to Speak
Report — Attachment 2

Presentations
Name

Julie Engstrom-Melnyk
Brian Hummel
Virginia Warren

Terry Johnson

Brian Hummel
Dr. Aaron Mangold
Christine Nelson

Randy Cohen

Lori White representing
Chris White

Wendy Grant

Deanna Contaoi
Richard Ball

Organization
The State of Cervical Cancer in Arizona

Roche Diagnostics Corporation

American Cancer Society

Arizona Department of Health Services

The Faces of Multiple Sclerosis

Past Chair, Arizona Chapter of National

Multiple Sclerosis Society and Member of
Arizona House Ad Hoc Committee for
Multiple Sclerosis Education and
Awareness

The Dangers of Indoor Tanning

American Cancer Society

Mayo Clinic

Cancer Survivor

Preventing Sudden Death in Sports

C.A.T.S. Medical Services, Univ of AZ

Head Athletic Trainer, Xavier College
Preparatory

Cardiac Sonographer, Biltmore Cardiology
Athletic Trainer, Cienega High School

Executive Consultant, A7 Athletic
Trainer’s Association
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ARIZONA HOUSE OF REPRESENTATIVES

Fifty-second Legislature - Second Regular Session

REGULAR MEETING AGENDA
COMMITTEE ON HEALTH
DATE Tuesday, February 23, 2016 ROOM HHRA4 TIME 2:00 P.M.
Members:
Mr. Boyer Mr. Lawrence Mrs. Cobb, Vice-Chairman
Mr, Friese Mr. Meyer Mrs. Carter, Chairman
Presentations

The State of Cervical Cancer in Arizona

¢ Julia Engstrom-Melnyk, PhD, Medical & Scientific Affairs, Roche Diagnostics Corporation

e Brian Humme), Arizona Government Relations Director, American Cancer Society Cancer Action Network, Inc,

o Virginia Warren, Arizona Cancer Control Office Chief, Arizona Department of Health Services

The Dangers of Indoor Tanning

¢ DBrian Hummell, Arizona Director of Government Relations, American Cancer Socisty Cancer Action Network

¢  Dr. Aaron Mangold, Mayo Clinic

e Christine Nelson, cancer survivor

The Face of Multiple Sclerosis

e  Terry Johnson, Past Chair, Arizona Chapter of the National Multiple Sclerosis Society and member of the Arizona House
Ad Hoc Committee for MS Education and Awareness

Preventing Sudden Death in Sports

* Randy Cohen, AT, DPT, Associate Director of Athletics, C.A.T.8. Medical Services, University of Arizona

e  Chris White, MS, AT, Head Athletic Trainer, Brophy College Preparatory

e  Wendy Grant, Cardiac Sonographer, Pediatric and Adult Cardiology, Biltmore Cardiology

e  Deanna Contaoi, AT, Athletic Trainer, Cienega High School

Bills Short Title Strike Everything Title
SCR1005 CA, rights of caregivers; recognition
- (Barto: Bradley, Burges, et al)
5 - 2.__04 HEALTH, RULES

ORDER OF BILLS TO BE SET BY THE CHAIRMAN

slk
2/18/16

People with disabilities may request reasonable accommodations such as interpreters, alternative formats, or
assistance with physical accessibility. If you require accommodations, please contact the Chief Clerk's Office at
(602) 926-3032, TDD (602) 926-3241.
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Information Registered on the Request to Speak System

House Health (2/23/2076)

SCR1005, rights of caregivers: recognition

Testified in support:
Deborah Geesling, representing self; Cheri VanSant, representing self; Elizabeth Singleton, representing self

Support:

Rae Hopf, DAVID'S HOPE; Don Isaacson, LEADINGAGE ARIZONA; Mary Lou Brncik, representing self; Russell
Smoldon, PHOENIX CHILDREN'S HOSPITAL; Annie Mooney, PHOENIX CHILDREN'S HOSPITAL; Barbara Fanning,
Arizona Hospital And Healthcare Association; Jason Bezozo, Senior Program Director, Government Relations,
BANNER HEALTH ARIZONA

Neutral:
Christopher Vinyard, AZ HEALTH CARE COST CONTAINMENT SYSTEM; Sarah Kader, representing self

All Comments:
Sarah Kader, Self: The Arizona Center for Disability Law supports the independence of individuals with disabilities,

Attachment g’),_
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Cancer Prevention and Control
Updates
Virginia Warren

Cancer Prevention and Control
Office Chief

Fhoetel o B M o

Cancer Math

« 209 Arizonans die each week
—10,881 in 2012

+ 30 per day

« All ages, races

* Equal Opportunity disease

*+ Risk increases with age

Hecheb aend VESADn o oo

Top 5 Diagnosed Invasive Cancer Sifes
2011 Data

* Female Breast: 4,093

* Lung and Bronchus: 3,793
* Prostate: 2,905

+ Colorectal: 2,451

« Bladder: 1,440

Tedth sod Wt b

2/23/2016




Top 5 Sites of Cancer Mortality
2012 Data

* Lung and Bronchus: 2,770
+ Colorectal: 938

* Pancreas: 817

* Female Breast: 742

* Prostate; 578

Heolife rind Waditn s boe ol Vi,

Well Woman HealthCheck Program
2015

Women Screened — 5,620
Services Provided - 17,319
Women Case Managed — 1,542

Case Management — abnormal results and
rarely or never screened women

Heofide wad Wt o aBE Vi

Breast and Cervical Cancer Treatment Program

+ WWHP Referrals into the program
— 120 per year

+ Community Referrals into the program
— 315 since August 2012

Thodthy and MU fhes sa b dF 0

2/23/2016




Program Focus Today

¢ Increase screening rates for all Arizonans

+ Teach clinic operations staff evidence based
strategies to increase screening rates; breast,
cervical and colorectal cancer

* Working with health plans, teaching them
how to increase cancer screening rates

Aoalek und Wil o tor ol 0

* Health Plan X —

— Breast—47.3%

— Cervical — 32.9%

— Colorectal - 34.5%
* FQHCs

-~ Breast—48%

— Cervical - 48%

— Colorectal - 30%

Screening Rates

Targets
HP2020 - 81.1%
HP2020 — 93%
HP2020 - 70.5%

Healthy People 2020

Fhodede sond Wfkec s ton ot s,

Thank You

+ Website: WellWemanHealthCheck.org

Contact Information:

+ Arizona Cancer Confrol Plan
* Colorectal Cancer in Arizona

+ Virginiz.warren@azdhs.gov

+ 602-542-1222

Fhoeabelt e 3 e e ol Ay
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arizond cancer control plan

Arizonans

will live longer




@ ARIZONA
CANCER
COALITION

Dear Arizonans,

Too many Arizonans die from cancer. In fact, cancer is the leading cause of death in Arizona. The pain and
loss is felt by individuals, families, and our community at large.

The spirit of collaboration is strong in Arizona. In 2007, the Arizona Cancer Coalition (ACC) published the
first Arizona Cancer Control Plan to act as a guide for our state’s cancer control efforts. In 2013, the ACC
convened a dedicated group of individuals representing governments, businesses, healthcare, research and
non-profit erganizations to revisit and reprioritize our cancer control plan. This collection of content
experts and community stakeholders sought to advance the work accomplished in 2007 with a new vision

of how to affect change at a more comprehensive level

The Arizona Cancer Control Plan 2014 — 2018 incorporates what we have learned in our collaborative
efforts to reduce the burden of cancer so that Arizonans wiil live ionger. We identified chjectives,
indicators and targets to drive collective action and address cancer hofisticaliy by addressing all aspects of
the cancer continuum: prevention, early detection, diagnosis and treatment, quality of life, and cancer

research.

The objectives, indicators, and targets in the Arizona Cancer Control Plan 2014 - 2018 serve as the
foundation for the Arizona Cancer Coalition (ACC). The plan guides the six Action Teams within the ACC to
identify strategies to better cocrdinate, collaborate, and integrate collective impact efforts in the years to
come. Qur goal is to provide a roadmap focused on improving the systems and policies that prevent
disease, improve the care of our loved ones, and ultimately, that protect life.

We are grateful to those individuals whose hard work is reflected in this document. We would not be here
without the pioneering steps taken to reduce Arizona’s cancer burden in 2007. The Arizona Cancer

Coalition would not have survived without the loyalty and dedication of our members. We are thankful for
the leadership and courage of our partners — it is only through our shared vision that a cancer-free Arizona

can become a reality.

Sincerely,

At £ Boek. LG (7 o 4T

Sharlene Bozack

Arizona Cancer Coalition Chair

Chief Government Relations Officer

Armerican Cancer Society-Cancer Action Network

Ruben A. Mesa, MD, FACP

Arizona Cancer Coalition Co-Chair

Consultant Hematologist, Mayo Clinic in Arizona
Chair, Division of Hematology & Medical Oncology
Deputy Director, Mayo Clinic Cancer Center
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Purpose

Arizona has a cancer problem. Cancer is the leading cause of death in Arizona. Approximately
28,385 Arizonans are diagnosed with cancer each year and 209 Arizonans die each week from

cancer. In 2012, 10,881 Arizonans lost their lives to cancer.

The Arizona Cancer Controf Plan 2014-2018 is an update to the ariginal plan — it provides a framework for
taking action to help Arizonans live longer. The overall goal of this planis to reduce the burden of cancer in
Arizona. The initial Arizona Cancer Control Plan was published in 2007. While that plan met goals and priorities
specific to 2007-2012, the needs and health problems of communities across our state have changed.

Process of Development

The Arizona Department of Health Services brought together a large group of stakeholders in June of 2013.
This stakeholder group was comprised of decision makers and leaders from many health care organizations in
Arizona, including hospitals, clinics, federally qualified health centers (FQHCs), cancer research centers, and
tribes. Stakeholders were provided with a clear view of the state of cancer in Arizona and its challenges
regarding cancer screening, prevention, and treatment. This group of stakeholders has collectively become the

Arizona Cancer Coalition {(ACC).

The stakeholders prioritized areas of action for the plan around six primary goals that address the continuum

of cancer care:
= Palicy;
= Prevent cancer;
— Detect cancer early;
= Elevate cancer treatment;
— Galvanize Quality of Life (Qol} survivorship care networks; and

= Catalyze research.




Process of Development (cont.)

small groups of ACC stakeholders formed into “Action Teams,” or work
groups, dedicated to each of the six goals. Specific objectives and
measures for tracking progress were systematically developed. These
strategies are presented in this document.

The Action Teams submitted their objectives to the ACC Steering
Committee and continue to meet and refine their objectives and
measures. Each Action Team uses evidence based-strategies and hest
practices to reduce the burden of cancer. The goals and objectives will
continually be revised as the needs of the environment and community
change.

This five-year plan provides the community, in the broadest sense of that
term, with a clear description of the cancer problem and the steps that
can be taken to reduce the impact of cancer in Arizona. Several cross-
cutting sets of strategies, addressing research, policy work, and targeted
cancers like melanoma have heen added to this plan. The intent is that
this document can be accessible and reviewed by members of the
community, health care providers, and public health professionals in
order to provide an update about the work being done within the Action
Teams of the ACC to fight cancer in Arizona. It also serves as an
invitation; if you or your organization wish to join us in this work, please

let us know.




Focus on Policy, Systems and Environmental Change

.Untif ré:cenﬂy, many traditional health programs and plans focused on changing
individual behavior. Achieving health, however, goes beyond individual cheices.
it is clear that is not enough to know how tao be healthy or to teach an individual
what healthy choices are; concrete, easily accessibie healthy options are needed
in order for real change o occur. That is where policy, system and environmental

change come in.

Policy, systems and environmental (PSE) changes make it inherently easier for
individuals to adopt healthier choices than to choose unhealthy options. By
changing policies, systems and/or environments, communities can have larger
impacts on health issues such as cancer and other chronic diseases with a
relatively small investment of time and resources.

The Arizona Department of Health Services (ADHS) has partnered with several
ACC member organizations to implement highly successful PSE strategies. The
expansion of Arizona’s Breast and Cervical Cancer Treatment Program is one of

the largest recent policy changes resulting from a strong partnership among
ADHS, the American Cancer Society Cancer Action Network, and the Susan G.
Komen Feundation. The expansion allows all women meeting the eligibility
requirements for the Well Women HealthCheck Program (WWHP) to receive

treatment through the Arizona Health Care Cost Containment System (AHCCCS).
Prior to its expansion, only woemen who were screened through the WWHP
qualified for treatment. During the first year of the expansion, 145 uninsured
women diagnosed with breast ar cervical cancer were enrolled in AHCCCS. This
has truly helped reduce the burden of cancer in Arizona.

Several systems changes are currently taking place throughout community heaith
centers and clinics in Arizona. For example, it is becoming routine practice for
community health centers throughout the state to pull and analyze cancer
screening baselines for their facilities. Community health centers and clinics that
are contractors with the ADHS HealthCheck program are required to track and
report on their screening baselines annually. In addition, ADHS contracted with
Health Services Advisory Group to assist these health centers improve utilization
of their electronic health records (EHR}. Health Services Advisory Group assessed
each clinic’s use of their EHR and provided technical assistance to increase the

capture of meaningful data in the EHR.

Given the high efficacy and sustainability of PSE'st_r'at_e:g'_i'e_s','_"the ACC and its Action
Teams focus their efforts heavily on stréfegiés__'aqjd_"ihtéf_\ié'htions that resuit in

policy, systems and environmental change.’:




Social Determinants of Health and Health Equity

Social determinants of health are factors that involve the influence of the envirenment, community, and
neighborhood someone lives in, the food they eat and have access to, the medical care they have access
to and utilize, the level of education they are able to obtain, and the jobs they are hired for. These
elements of an individual’s life affect their overall health status, quality of life, and life expectancy =~ it
drives what opportunities they encounter, diseases they have, how they live, and how they die.

Health risk factors are drivers for disease — they are either inherited or adopted. Family health history can
impact what diseases repeat themselves and are consistent among family members. Understanding one’s
family history and actively pursuing genetic testing are ways to understand inherited health risk factors

and potentially taking action to alter them. For example, for families with the presence of the BRCAI and

BRCAZ gene mutation, genetic testing for breast and ovarian cancer can be the
most cost effective approach to cancer prevention, even over the use of screening

technology such as mammograms.”

Adopted health risk factors include behaviors such as smoking, inactivity, and poor
diet. These behaviors negatively influence an individual’s health.” Tobacco use is a
primary risk factor for many cancers. An objective of the Arizona Cancer Coalition
is to prevent tobacco use among youth; to prevent them from adopting this
behavior is another first step in cancer prevention.

However, understanding social determinants of health is only one sphere in

reducing the impact of cancer. Health equity, the ability for every personina population to fully achieve
their greatest level of health and well-being, can be achieved when no one is disproportionately impacted
and disadvantaged by their social determinants of health. Multi-level approaches optimizing health
equity are crucial to addressing the burden of cancer in Arizona and needed to effectively improve
outcomes for glf patients.

Arizona targets populations at risk through resources available within the Health Disparities Center at the
Arizona Department of Health Services. The Health Disparities Center participates on the Core Team, a
collaborative group of leaders from programs within the Arizona Department of Health Services and their
key partners, as well as the Arizona Cancer Coalition. The Health Disparities Center works to identify
inequities among groups in Arizona by monitoring data, provides support and linkages among community
partners and stakeholders, offers health literacy technical assistance, and provides health policy support.

'Rubinstein, W. 5., Jiang, H., Dellefave, L., Rademaker, A.W. (2009). Cost-effectiveness of populatien-based BRCA1/2 testing and
ovarian cancer prevention for Ashkenazi Jlews: A call for dialogue. Genetics in Medicine, 11 {9). Retrieved from http:// :
www.nature.cem/gim/icurnal/vii/n9/pdf/gim200994a.pdf

*Centers for Disease Control and Prevention. (2013). Chronic Disease Prevention and Health Promotion: Health Equity. Retrleved '-
from http://www.cdc.gov/chronicdisease/healthequity/ REIEE

*World Health Organization. {2014). Health Systems: Equity. Retrieved from http://www.who, mt/heaIthsvstems/top:cs/eqwtv/en/:




Arizona's Cancer Burden

In 2011, 586 Arizonans were newly diagnosed with cancer each week.' A look at the latest Arizona
mortality data shows 209 Arizonans died of cancer each week in 2012.% Arizona’s cancer incidence and
mortality rates are lower than the national rates in the United States. Although the state rates are lower

than national rates, it is evident that Arizona’s cancer burden is immense.

The Arizona age-adjusted incidence rate was 395.2 per 100,000 persons in 2011, a 5% decrease from
2007 to 2011. Arizona’s age-adjusted mortality rate was 147 per 100,000 persons in 2011, a 6%
decrease, as illustrated below.

To view further details on incidence and mortality rates displayed by cancer type, please visit the Arizona
Cancer Registry Data 2000—2010 report.

Comparisan of Arizana end U5 Age-Adjusted Insidence and ¥
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Arizona Cancer Registry, Arizona Department of Health Services. Retrieved July 30, 2014. Note: All Arizona incidence dati from the Arizona Cancer Registry.
Arizona Department of Health Services, Arizona Health Status and Vital Statistics, 2012. Note: All Arizana mortality data from Afizona Vital Statistics.

* NAACCR age adjusted incidence rates: NAACCR Fast Stats 2007-2011. North American Association of Central Cancer Reg|str|es, Based on data submitted December,
2013; 2014. Accessed at hitp://faststats.naaccr.org/sefections.php?series=cancer on July 10, 2014, o e ;

*United States Cancer Statistics: 1999 - 2010 Mortality incidence Rate Ratics, WONDER Online Datahase Umted States Department uf Heatth and Human Services,
Centers for Disease Controf and Prevention and National Cancer institute; 2014. Accessed at http //wcnder cdé. gov{CanceerRwZOlG himnl on Aug 8, 2014 and

http://www.cdc.gov/nchs/data/nvsr/nysr61l/nvsrel 06.pdf




Cancer Incidence and Mortality Data

in Arizona, 28,385 new invasive cancers and an additional 2,083 in situ
cancers were diagnosed among residents in 2011. The total cancer incidence
burden is 30,468 cancer cases diagnosed among Arizonans.

In 2012, there were 10,881 Arizonans who lost their lives to cancer.

RACE/ETHNICITY

Different races and ethnicities are disproportionately affected by cancer.

White non-Hispanic residents have the highest age-adjusted incidence rate
followed by blacks.

Age-adjusted mortality rates are highest among black Arizonans followed by

white nen-Hispanics.

Age-Adjusted Inpidence Rate by hge-Adjusted Moriality Rate by
Race/Ethnicity — 200 Race/tthninity — 2012
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DEMOGRAPHICS
In 2011 Mohave County had the highest incidence rate of cancer {441 per 100,000} while Apache
County had the lowest rate {196.8 per 100,000).

Greenlee County had the highest mortality rate of cancer (185.2 per 100,000) while Coconino
County had the lowest rate (113.6 per 100,000) during 2012.

iusted Hate by Sounhy
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Rate=113.5
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LEADING CANCER TYPES

The most frequently diagnosed invasive cancer among all Arizonans is female breast cancer {4,093
cases) followed by fung and bronchus (3,793), prostate {2,905}, colorectal (2,451), and bladder (1,440).

The top invasive cancer site among males is prostate (2,305) followed by lung and bronchus (1,951). The
most frequently diagnosed invasive cancer site for females is breast (4,093)

followed by lung and bronchus (1,842).

The leading cause of cancer death for both males and females in 2012 was lung
and bronchus (2,770). Among males, the second leading cause of cancer death
in 2012 was prostate (578}, followed by colorectal {521}, pancreas {453), and

fiver {302). The second leading cause of cancer death among females in 2012

was female breast cancer (742), followed by colorectal {417}, pancreas (364),
and ovarian (298).

*Amaerican Cancer Society. Cancer Facts & Figures 2014. Atlanta: American Cancer Soclety; 2014,
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STAGING

Summary stage is the most basic way of categorizing how far a cancer has spread from its
point of origiﬂ.6 Early stage combines persons diagnosed at in situ and local stage. Late stage
combines persans diagnosed at regional and distant stage.

in Arizona, breast, prostate, and cervical cancer continue to be diagnosed in early stages while
lung and colorectal cancer continue to be diagnosed at higher rates in late stages. Different
races/ethnicities are disproportionately impacted by late stage diagnoses. For more
information, please visit the Arizona Cancer Registry Data 2000—2009 report.

100.0%
80.0%
Percent of Early/late Stage  60.0%
Diagnoses
40.0%
20.0% -
0.0%
Famaie Cervix** Colorectal Prostate Lung
Breast
# Unknown Stage 4,5% 17.2% 12.2% 11.2% 17.9%
# Late Stage 26.6% 40.4% 49.1% 18.3% 652.9%
# Farly Stage 65.8% 42.4% 38.7% 70.4% 18.1%

* Early Stage = In Situ and Local Stage; Late Stage = Regional and Distant using SEER Summary Stage
** Cervical Cancer Farly Stage includes Local Stage Only

Syoung IL ir, Roffers SD, Ries LAG, Fritz AG, Hurlbut AA {ads). SEER Summary Staging Manual - 2000: Codes and Ceding Instructions, National Cancer
Institute, NIH Pub. No. 01-4969, Bethesda, MD, 2001.
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SURVIVAL

in 2014, the American Cancer Society estimates that Arizona will have 348,720 cancer survivors
(5.3% of state residents} while the U.S. will have 14,483,830 cancer survivors (4.6% of the U.5.

population).’

Stage of disease is an indicator used to measure length of survival. The figure below depicts
Arizonans diagnosed from 1995 through 2008 by invasive cancer type compared to length of

survival at various intervals.
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" American Cancer Society, Cancer Treatment and Survivorship Facts & Figures 2014-2015. Atlanta: American Cancer Society; 2014.
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Broad and positive impacts on cancer control in Arizana have occurred through significant
policy initiatives at the federal and state legislative levels.

The Arizona Cancer Coalition is composed of national and local organizations dedicated to
cancer prevention, early detection, and access to high quality care and support for cancer
survivors. The work of these agencies at the local level has supported the passage of several
key pieces of legislation in our state that have impacted the burden of cancer in Arizona.

~ In 2014, unanimous passage of legislation providing cost parity for oral
chemotherapy medications.

= In 2013, restoration of the adult Medicaid population that had been frozen in
budget cuts.

= Expansion of Medicaid to 133% of the federal poverty level {FPL). Annual exams
and cancer screenings are restored as a benefit to Medicaid recipients.

= In 2012, passage of legislation that allows women to access breast and/or cervical
cancer treatment through Medicaid regardless of where the diagnosis occurred
{(moving to Option 3 in the Breast and Cervical Cancer Treatment Program).

= In 2008, passage of bipartisan legislation providing a full smoking cessation benefit
to Medicaid recipients.

The Arizona Cancer Coalition Policy Action Team seeks to shape rules, regulations, and policies
with input from organizations and communities, and to increase awareness of the positive

impact policy change can have on health outcomes.




STATUS

Completed. The Fair Access 1o Cancer
Treatment (FACT) Act was signad into law
by Governor Brewer on April 30, 2014.
Arizona joins 27 other states and the
District of Columbia that have enacted
oral chemotherapy access laws. The
network of supporters who advocated for
this bill recognized the severe gaps in oral
chemotherapy coverage by insurance
nlans and the high cost associated with
oral chemotherapy medication. The law

will take effect January 1, 2016.

DBJECTIVEZ Protect funding sources for existing cancer screening and treatment

programs

STATUS

Arizona has been a recognized leader in

[& its cancer prevention programs. The Well
"pro_'p',—;_-até-&fg'nrd_g_ e Wwoman (WWHP) and the FIT at Fifty

nine oi HealthCheck Programs {FFHP) provide
screenings for low-income, uninsured
residents. The WWHP is funded through a
Centers for Disease and Conirol
Prevention (CDC) grant and a state match.
The Arizana Breast and Cervical Cancer
Treatment Program was recently changed
to allow greater access through a state
appropriation and a federal Medicaid

match.
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STATUS

Arizona is one of a very few states that

has no license or registry of retailers

who sell tobacco. Enforcement of

tobacco laws without known retail

locations to support enforcement may

iead to easier access by youth to

tobacco products and potential lost

revenue to the state,

OBJECTIVE & Establish state-appropriated funds far colorectal cancer SCreening
and treatment

18

STATUS

Arizona is one of 25 states and four

tribes that receives a federal grant to
screen uninsured residents 50 years or
older for colorectal cancer. However,
screening by the program is not
permitted for symptomatic patients. in
addition, treatment for those
diagnosed with colorectal cancer
through the program is currently
covered through an annual grant to
the state from the Colon Cancer
Alliance.




STATUS

Melanoma is one of the most common,
but also easily prevented, cancers. Use of
indoor tanning devices by youth has been
shown to dramatically increase the risk of
developing melanoma. Following the
recent FDA requirement of a “black box”
warning on indoor tanning devices, the
Policy Action Team seeks to prohibit the
use of these devices by minors in Arizona.







Hravention Raticnale

Cancer prevention is multifaceted. According to the American Cancer Society, more than half
of cancers can be prevented through healthy lifestyle choices.!

In addition to the adoption of healthy lifestyles, vaccines against Hepatitis B (HepB) and
Human Papilloma Virus {(HPV} are known to prevent conditions that may lead to cancer.’
The birth dose of HepB vaccine and Arizona school requirements for HepB vaccination have
facilitated broad coverage of this cancer prevention vaccine. Approximately 98 percent of
Arizona’s sixth graders were fully immunized against HepB in 2013-2014.%

However, the 2014 Arizona coverage for complete HPV vaccination of fernales ages 13-17
years old is only 37 percent. This coverage rate leaves nearly two-thirds of Arizona adolescent
females at risk to acquire HPV, putting them at further risk to develop cervical cancer later in
life."

Based on the broad evidence related to healthy lifestyle choices and the need to increase HPV
vaccination coverage in Arizona, the Arizona Cancer Control Plan focuses on reducing the
burden of disease through the following objectives:

Reduce the prevalence of smoking and smokeless tobacco use among youth
Increase the HPV vaccine completion rate among youth

LU

Promote healthy nutrition and lifestyle among Arizonans
—» Decrease skin cancer by reducing sun exposure

The Arizona Cancer Coalition Prevention Action Team is dedicated to cancer prevention
through sharing consistent cancer prevention messages, reducing silos among agencies, and
building upon shared values of health promotion across disciplines. Current workgroup
activities include, but are not limited to: promotion of the Arizona’s Smokers’ Hotline
{ASHLine); educational outreach surrounding tobacco cessation benefits under the Affordable
Care Act; advancement of an Arizona-wide campaign, “Protect Me With 3,” an effort to
narmalize HPV vaccination as a routine adolescent vaccine; and dissemination of information
across disciplines surrounding sun safe educational offerings and events. The Prevention

Action Team is actively pursuing partners working in the healthy lifestyles areas of nutrition
and exercise.

1 American Cancer Society (2014}, Moke healthy fifestyle choices. Retrieved from http:/fwww.cancer.org/healthy/index

? National Cancer Institute (2014). Concer voccines. Retrieved from hitp://www.cancer.gov/cancertopics/factsheet/Therapy/cancer-vaccines

® Arizona Department of Health Services (2014). Arizono sixth grade coverage fevels. Retrieved from hittp://www.azdhs.gov/phs/immunization/documents/siatistics -reports/
sixth-grade-coverage-2013-2014 pdf

* Arizona Vaccine News [Jung, 2014). Human Papillomavirus {(HPV) and HPV vaccination issue. Retrieved from http://www.azdhs gov/phs/immunjzation/documents/
news|etiers/vactine-news/2014/az-vaccine-news-06-13-14. pdf
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DBJECTIVE!D  Reduce the prevalence of smoking and smokeless tobacco use among youth

(ages 12-17 yrs.)

STATUS

Seven percent of middle school students
in 6th-8th grade reported using tobacco
in the last 30 days.

About 22 percent of middle school-aged
students reported ever using tobacco.’

‘Bureau of Tobacco and Chronic Disease, Arizona Department of Health
Services (2013). Arizong Youth Tobacce Survey 2013 Report. Retrieved from
http:/fozdhs. gavstobaccofreens/reports/adf/ar-vouth-tobatca-survey-report:

2013 puf

[OBJECTIVE 2  Increase the immunization rate with 3-dose series COC recommended HPV vaccinations

among youth (ages [3-17 yrs.)

STATUS

The HPV vaccine is recommended for
adolescent males and females ages 11 and
12 years old, and is appropriate for youth
up to 26 years of age. Three doses of the
vaccine are required. Of females ages 13 -
17 years old, 37 percent reported that they
completad the 3-dose HPV vaccine series.
Twenty percent of males 13-17 years old
reported that they completed one or more

doses of the series.”

2 Centers for Disease Control and Prevention. (2013). 2012 NiS-
Teen Vaccination Coverage Table Deto. Retrieved from hitpi//
www.cde gov/vacdnes/imz-managers/coverage/nisfteen/
tables/12/tab01 iap 2012.pdf
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STATUS

In 2011, nearly 17 percent of Arizona
children aged 2-19 years old were
diagnosed as obese. In addition, a
quarter (25%} of adults in Arizona were

R 1
diagnosed as cbese.

1 Arizona Department of Health Services, Bureau of
Nutrition and Physical Activity (2013). BRFSS Weight Status
Summary, 2011 Date. Retrieved from hitp://
www.azdhs.gov/phs/bnp/nupao/documents/BRESS-Weight-

Status-Surmmary-Arizona-2011 pdf

OBJECTIVE &  Decrease the incidence of skin cancer (malignant melanoma, squamous cell carcinoma and basal

cell carcinoma) by reducing UV exposure and expanding sun safety awareness and education

STATUS

In 2011, 1,393 invasive melanoma cases
were reporied to the Arizona Cancer
Registry.”

% Arizona Department of Health Services. Arizona Melanoma
Reporting, No. 2014-2. Retrieved from: http://
www.azghs.gov/nhs/phstats/cancer-registry/documents/

studies/az-melanoma-reporing-2014-2.pdf
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There are a handful of cancers considered “screenable.” In other words, reliable tests exist that can be used
to determine if the patient has cancer prior to presentation of any symptoms. Af this time there are reliable
and accepted tests for the following cancers: breast, cervical, colorectal, oral and lung. Testing for lung
cancer is new and the timing of those tests is still being developed. It is based on the number of pack years
of smoking and a discussion with your provider. Oral cancer screening occurs when you go to the dentist.
Your dentist and/or hygienist Jooks for lumps and lesions in your mouth and under your tongue.

The rationale for screening for cancer is very basic and simple. If cancer is found before it spreads beyond
its original site, survival rates are much higher. Regular screening supports the early discovery of cancers to
insure patients live longer and enjoy a higher quality of life. And yes, there is the very common rationale of
cost. It costs far less to treat an in situ (has not spread) cancer than an invasive cancer (has spread to
surrounding tissues and to other parts of the body).

The chart below illustrates survival rates for breast cancer diagnosed at Local, Regional, or Distant Stage.
You will see that late stage diagnosis of breast cancer leads to a different prognosis for survival. Late stage
diagnosis is usually an indicator of lack of regular screening.

Five Year Relative Survival of Invasive Female Breast Cancer 1395-2008

100 S

o ey

Percent Relative

Survival a0

Tyr 2yr 3yr 4yr Svyr
g | OCI 100 99.3 98 56.6 54.4
=g Regional G8.1 933 88.6 84.2 80
=== Distant 61.3 48.3 394 319 26.9
—a—All 7.1 94.1 91.1 88.2 85.1

Years Survived After Year of Diagnosis

In the figure above, late {distant) stage diagnosis has a completely different prognosis for survival. Indeed,
the percent of relative survival falls from 94.4% to 26.9%. This is a compelling motivator for increasing
screening rates. '
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Historicatly, cancer screening rates for disparate populations have been lower and late stage diagnosis higher.
Congress and the Centers for Disease Control and Prevention (CDC) created the National Breast and Cervical
Cancer Early Detection Program {(NBCCEDP) to focus on these rarely and never screened women. In Arizona
this program is called the Well Woman HealthCheck Program or WWHP. Serving this population has changed
outcomes and led to earlier stage diagnaosis across all populations.

The chart below illustrates the improvement in early stage diagnosis of breast cancer across all race groups.
This is a sign of success and demonstrates the importance of ongoing attention to increasing screening rates
for all populations.

Percent of Early Stage Breast Cancer Cases by Race/Ethnicity for
Arizona Females, 20002009
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2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011
~——White Non-Hispanic| £5.7 | 650 | 66.1 | 646 & 633 | 631 | 679 | 682 . 679 | 701
—mmmWhite Hispanic 56.9 | 570 | S1.9 | 60.4 | 559 | 575 | 59.0 | 61.7 | 610 | 628
e Black 581 | 478 | 51.3 | 580 | 519 | 538 | 574 | 681 | 57.9 | 60.7
= Arnerican Indian 517 | 444 | 59.7 | 557 | $2.1 | 551 | 519 | 636 | 580 | 545
——Asian & Pl 735 | 671 | 67.3 | 682 | 603 | 725 | 67.0 | 67.7 | 728 | 65.1
s All RACES 548 | 636 | 643 | 63.8 | 621 | 664 | 665 | 67.5 . 669 | 6838

Diagnosis Year

*Early Stage = In Situ and Local Stage using SEER Summary Stage

The correlation between regular screening, early detection and enhanced survival is clear. Yet, there are many
people hesitant to get screened. The reasons vary. For example, some of the reasons for women not receiving
mammograms include: fear of pain or finding something abnormal, cultural issues, language barriers, lack of
insurance or access to a screening facility. It is also known that some providers are not recommending
screenings to their patients, nor do they have protocols in place to do so. For colorectal cancer screening the
reasons differ: fear of having a colonoscopy, cultural barriers, lack of knowledge of when to begin screening,
or not being aware of the different methods to be screened.
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Whatever the reason is, we know that in Arizona cancer screening rates are too low. The ADHS cancer screening
programs have been gathering baseline screening rates for contracted and non-contracted clinics for several years.

The table below compares Arizona’s clinic screening rates with Healthy People 2020 Goals. [t is clear there is rocom

for improvement.

Arizona Clinic Screening Rates Compared to Healthy People 2020 Goals

Breast Cancer 4-71% 81.1%
Cervical Cancer 15-72% 93.0%
Colorectal Cancer 28-44% 70.5%

The screening rates for contracted clinics listed above represent actual screening rates. There is another tool used
nationally to measure these rates and that is the Behavioral Risk Factor Surveillance System, or BRFSS. BRFSS is a
survey tool applied via phone calls to individual homes and cell phones. In Arizona we are using the actual clinic
screening rates and BRFSS to measure changes in screening rates.

Prostate and lung cancer screening have not yet been addressed in this section. The algorithms for lung cancer
screening are new and just beginning implementation. Lung cancer screening will be addressed in a future
addendum to the Arizona Cancer Control Plan. At this time, there is discussion and disagreement among providers
and across organizations about prostate cancer screening. If we selected a protocol for prostate cancer screening
many providers would disagree. This lack of clarity does not mean these cancers won’t be addressed in this
document, the focus will differ. The focus will be on discussing you and your family’s health history with your
provider.

The Arizona Cancer Control Plan focuses on the following objectives:

= Increase screening rates for breast, cervical and colorectal cancers
= Increase the number of clinics able to run reports locally to determine their screening rates

= Increase the number of heaith plans working with the coalition with the focus on increasing their
screening rates

= Decrease late stage diagnosis

= Increase the proportion of women with a family history of breast and/or ovarian cancer who receive
genetic testing

= Increase the number of men, 40 and older, who have worked with their provider to create a plan for
their prostate health

! Department of Health and Human Services (2015). 2020 Topics & Objectives: Concer. Retrieved from hitp://www.heaithypeople gov/2020/topics-abiectives/tapic/cancer/
ohbjectives
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NBJECTIVEL  increase the number of Arizonans receiving breast, cervical, colorectal, and lung cancer screening

29

STATUS
Arizona BRESS DAaTA

59.7% of women reported having a mammogram in
the past year (vs. 63.8% nationally)

80.5% of women reported having a Pap test in the past
three years {vs. 85.1% nationaily)

35.6% of adults reported having a Fecal Occult Blood
Test ever in their lifetime: (vs. 36.2% nationally)*

Arizana FEHE Dara

The HealthCheck Programs at ADHS work to improve
the use of electronic health record systems {(EHRs) to
collect accurate patient health data. The HealthCheck
Program contracted clinics are required to report,
from data collected in their clinic EHR, the rate of
uninsured and insured patients who are up-to-date
on their cancer screenings.

In order to obtain accurate and reliable screening
data, the Early Detection Action Team continues to
work on training and technical assistance within
several clinics across the state. Rates captured in
clinic-level EHRs are included in the Early Detection
Rationale.

! Arizona Department of Health Services. (2012). BRFSS 2012, Arizona Behavioral
Risk Foctor Surveiffance System Survey. Retrieved from http://www azdhs.aov/phs/
phstats/brfs/reports/briss-annual-report-2012.odf




DBJECTIVE 2 Improve the utilization of electranic health records (EHRs) and standards for meaningful use by
federally qualified community health centers (FAHCs)

STATUS

in the state of Arizona, there are currently 20

federally qualified community health centers
(FQHCs) and three FOHC Look-Alikes. FQHCs are
organizations receiving grants under Section 330
of the Public Health Service Act. These health
centers serve an underserved population in the
community and offer sliding fee scales for
discounted services for low-income patients.

FOHCs provide comprehensive health care

services, including behavioral health services, to
patients. A board of directors govern the FOHC,
and an ongoing quality assurance program is in
place to continually monitor and evaluate patient
services and outcomes. The Arizona Alliance for
Community Health Centers (AACHC) is Arizcna's
state Primary Care Association (PCA) that
advances the expansion of FQHCs across the
state and supports on going quality
improvements.’

* arizona Alliance for Community Health Centers. (2013). Heaith centers.
Retrieved from hitp://www.aachc.org/what-is-a-healthcare-center/
heatth-centers/
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DBJECTIVE S  Develop strategies with insurers and payers to increase screening rates

T STATUS

The Early Detection Action Team is
currentty working with two health plans
to increase their screening rates. This
effort will be broadenead to include
additional health plans. The “Get
Screened!” Infographic (feft) has been
distributed to 200,000 plan members
and recently became available in

Spanish. Progress is being measured.

STATUS

Regular, timely cancer screening
reduces late stage diagnosis. With
clinics and health plans focused on
increasing their screening rates, the
proportion of late stage diagnosis will
decrease over time. The current rates
of late stage diagnosis can be seenin
the table to the left.




NBJECTIVED  Increase the proportion of individuals with a family history of breast, ovarian, and/or

colorectal cancer who receive genetic counseling and testing when appropriate.
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STATUS

This is a new endeavor for Arizona. In December
2013 the United States Preventive Task Force
(USPSTF) released a grade B recommendation that
providers screen women who have family members
with breast, ovarian, tubal or peritoneal cancer.!
The Evaluation of Genomic Applications in Practice
and Prevention (EGAPP) recommends ¢ff
individuals newly diagnosed with colorectal cancer
receive genetic testing for Lynch syndrome as an
effort to prevent cancer in their close relatives.”
Healthy People 2020 has an objective to increase
genetic counseling for breast and/or ovarian
cancer, with a haseline measurement of 34.6
percent and a target of 38.1 percent. Healthy
People 2020 is currently developing an objective

and target for genetic testing for Lynch Synciromrue.3

1.5, Preventive Services Task Force. (2013). Final recommendation statement:
BRCA-related cancer: Risk assessment, genetic counseling, and genetic testing.
Retrieved from hitp://www. uspreventiveservicestaskforee org/Page/Document/
fRecommendationStaiementFinal/brea-related -cancer-risk-assessment-genelic-
caunseling-and-genefc-tasting

* Centers for Disease Controi and Prevention. (2011). Genatic Testing. Lynch
Syndrome EGAPP Reccmmendation. Retrieved November 24, 2014 from hitpf/
www.CcdC.gov/Zencmics/gtesting/EGAPP recommend/lynch.htm

31J.5. Department of Health and Human Services, (2014). Genomics. Retrieved
Cctober 23, 2014 from higp:
topic/genomics/objectives




(BJECTIVER

prostate health
heir provider.

Increase the number of men 40 and older who have worked with their provider to create a

plan for their prostate health.

STATUS

Under development.

n discussirig/

33




B




ationale

In as little as two generations, there has been a revolution in cancer care. Long-term
investments in cancer research, technological innovation, and advances in cancer care
delivery have improved the promise of survival rates far millions of people with cancer.
Patients, their families, and healthcare professionais face unigue challenges in today’s
cancer treatment landscape:

= Increasingly complex cancer diagnoses and treatment;

= Rapidly growing number of patients requiring cancer care services;
— Growth in cancer care costs; and
s

Persistent disparities in access to high quality care.*

Cancer survivors, their families, and the cancer care community in Arizona have indicated
that access to care is their primary, overarching concern. Providers also indicate that the
complex array of entry points in diagnosing cancer challenge the provider community with
ensuring a high quality, rapid transition from the detection of cancer into cancer treatment.

In addition, an emerging need across Arizona is the demand for new professionals with
unique skillsets to support cancer patients and their families in navigating this complex
system.

Furthermore, the changing landscape of healthcare coverage will offer opportunities and
challenges to our communities, The Arizona Cancer Coalition Treatment Action Team seeks
to ensure a well-prepared, well-resourced cancer care communtity, address access to care
through innovative practice models, and support the linkage to care for undesinsured and

uninsured patients.

*Arnerican Society of Clinicaf Gncology. (2014). The State of Cancer Care in America: 2014. Retrieved from http://www.asco.org/sites/www.asco.org/files/
cancerinamerica20id-lowres 1.pdf,
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colorectal,

and prostate cancers

 DBJECTIVED  Decrease the time from abnormal detection to definitive diagnosis of breast, cervical,

STATUS

The HealthCheck Programs at the Arizona
Department of Health Services (ADHS) are
required to follow guidelines from the
Centers for Disease Control and Prevention
{CDC) for patient follow-up in order to
optimize patient outcomes. All patients
that enter the program must meet the
requirements for fimeliness into diagnostic

and treatment services.

Examples of Core Program Performance
Indicators for the programs are presented
in the tabie below. To view the full
performance reports for the HealthCheck
Programs, please visit the programs’ Data,
Manuals, and Forms webpage.

ADHS HealthCheck Programs: Core Program Performance Indicators

Cervical Cancer Diagnostic | Abnormal Screening Results; Time 0 o

Indicator from Screening to Diagnosis > 90 Days < 25% 14.3% YES

Bre_ast Cancer Diagnostic Time from Diagnosis to Treatment > <25% 5 19 VES

Indicator 60 Days

Colorectal Cancer Treatment ICm‘Iﬂari Tests R.eFS];:Cr;nngt: Zligﬂgsnecd b

Initiation Timeliness and 10N0scopy: ge roflow Y > 80% 87.7% YES
Diagnostic Colonoscopy within 90 -

Completeness Days
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Gaal 4 Flevate Lancer Treatment (cont)
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STATUS
From October 1, 2013 to April 19, 2014, -
120,071 Arizonans gained health
insurance coverage from the online
Health Insurance Marketplace. In
addition, 238,928 Arizonans gained
coverage through Medicaid from
Qctober 1, 2013 to July 1, 2014. In
total, 358,999 Arizonans gained health
insurance coverage in 2014, This
represented new coverage for 35

percent of Arizona’s uninsured.
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STATUS

Completed. House Bill 2078, the "Fair
Access to Cancer Treatment Act”, was
passed on April 23, 2014. Governor
Brewer signed the bili into law on April
30, 2014. This policy ensures the equal
cost coverage of oral chemotherapy
medications by heatth insurance
companies, allowing patients taking oral
chemo treatments to receive the same
insurance coverage as other
chemotherapy regimens. The law will
take effect on January 1, 2016,




DBJECTIVE 4 Utilize telemedicine to increase access to state of the art diagnasis and treatment

technigues

r_s_iu-m_t_)fer-__o.f‘ provider

-program

. "p;“_"'ﬁ‘iiﬁaﬁﬂg--in’tEIernedici'neﬁ;:“.‘
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STATUS

Arizona is a geographically diverse state
in terms of population density and
access to healthcare. The Arizona
Telemedicine Program at the University
of Arizona utilizes telecommunications
technology to reach all patients in
Arizona. In addition to providing Arizona
residents with clinical specialty services
in multiple rural communities across the
state, tetecommunication technology
provides unique apportunities to
ongoing clinical education for providers.
The Arizona Cancer Coalition Treatment
Action Team aims to promote increased
participation and utilization of the

Arizona Telemedicine Program.

To learn more about telemedicine in
Arizona, please visit
felemedicine.arizona.edu.




STATUS

The Melanoma Task Force determined there was substantial

under-reporting of early stage melanoma cases in the state.
A 2009 pilot study that reviewed 15 dermatology practices
showed that 72% of the study cases were not reported to the
Arizona Cancer Registry. The purpose of the task force is to

identify barriers and develop strategies to improve
melanoma reporting by physicians in Arizona. The task force

increased efforts to report melanoma in 2011,

The Arizona Cancer Registry data for 2011 show 1,393 {62%)
invasive and 857 {38%) in situ melanoma cases.

The figure below demonstrates reported melanoma cases (in
situ and invasive) by year of diagnosis. Please note: the
demonstrated increase in cases reflects an increase in case

reporting to the Arizona Cancer Registry.

Arizona Melanoma In Situ vs. Invasive Cases Reported by Year of Diagnosis,

2007-20M

1400
1200
1000
Total Case Count 800
600
400

200

0

2007 2008 2009 2010 2011
B invasive 981 988 1189 1059 1393

# In Situ 473 525 748 665 857

Diagnosis Year
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survivarship Rationale

The number of cancer survivors is on the rise. More cancer patients are beating cancer and living
longer as a result of significant improvements in cancer treatment and early detection. A recent
report by the American Cancer Society estimates there are almost 14.5 million Americans with a
history of cancer alive in the US today, and that number is projected to grow to almost 19 million
by 2024.1 In Arizona, as of January 1, 2014, there were an estimated 348,720 cancer survivors in
the state. This includes only persons with a history of cancer. The number of cancer survivors is
far larger utilizing the National Coalition for Cancer Survivorship expanded definition of cancer
survivorship which includes family members, friends and caregivers.’

Cancer survivors have unigue medical, psychological, and social needs. As this population grows,
ensuring they have the right care and support is becoming increasingly important. Appropriate
post-treatment survivorship care can increase independent living, positively affect quality of life,
and ease the economic burden on the U.S .from a reduced workforce.® The Arizona Cancer
Control Plan focuses on improving the quality of life of cancer survivors from diagnosis to end of
fife through the following objectives:

— Develop and promote the utilization of common definitions

= Raise awareness and utilization of existing survivorship resources
= Assess and increase the use of survivorship care plans

The Arizona Cancer Coalition Survivorship Action Team is working to improve and facilitate access
to resources and systems to enhance the guality of life for all cancer survivors in Arizona. Current
Action Team activities include, but are not limited to: establishing and promoting consistent
definitions surrounding survivorship, assessing the use of survivorship care plans and working to
increase their use throughout the state, promoting existing resources and accessing gaps.

The Survivorship Action Team reviewed existing definitions for the terms Cancer Survivor,
Community Health Worker, Palliative Care, and Patient Navigator and asked group members to
rank the definitions in order of their preference. The definitions with the highest rankings were
selected by the group and are currently being utilized and promoted by the Action Team.

The Action Team collaborated with the University of North Carolina to modify a surv'e'y on
survivorship care plan utilization that they had developed and conducted on a national level. That
survey was adapted by the Action Team for use in Arizona and survey results are currently being
collected. TV S

'Cancer Treatment and Survivorship Facts and Figures 2014-2015. American Cancer Society Web site. hitp://www .cancer.oig/acs/groups/content/@research/documents/document/acs:
-042801.pdf. Published 2014. Accessed October 1, 2014.

2Ahout Us. National Coalition for Cancer Survivorship Web site. hitp://www.canceradvocacy.org/about -usfour-history/. Accessed October 1, 2014.

IExecutive Summary of Cancer Survivorship: A Policy Landscape Analysis. National Cancer Survivorship Resource Certer Web site. http://www.cancer.org/acs/groups/content/@editorialy
documents/documem/acspc-033812.0df. Accessed October 1, 2014.
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DBJECTIVET Develop and promote the utilization of a common definition for cancer survivor, patient navigatar,

community health worker (CHW) and palliative care throughout Arizona

STATUS

The Survivorship and Qol Action Team
collaboratively selected and is actively
promoting definitions for the
following terms: Cancer Survivor,
Community Health Worker, Palliative
Care, and Patient Navigator. The
definitions chosen by the Survivorship
and Qol Action Team can be found in
the Glossary at the end of this

document.

DBJECTIVEZ  Raise awareness and utilization of existing survivorship resources in Arizona by developing

an online user-friendly and bilingual database

STATUS

Numerous resources and tools
currently exist for cancer survivors but
are often underutilized due to
accessibility issues or lack of
awareness. The Survivorship and Qot
Action Team is working with key
partners to actively identify existing
resources and strategize on ways to
improve their accessibility and use
AMOENE cancer survivors within

Arizona.
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OBJECTIVE 3  Assess and increase the use of survivarship care plans amang health care organizations in Arizong

STATUS

National Survivorship Care Plan (SCP) Survey Data:’

= 56% reported SCPs were not used

= SCP use restricted primarily to breast cancer
(82%}) and celorectal cancer (55%)

= Barriers to Use:

+ Insufficient Resources (76%])

« Difficulty of Use {29%)

# Lack of Advocacy for Use (24%)
Arizona SCP Survey:

The Survivorship and Qol Action Team , in
collaboration with the University of North
Carolina, adapted the national survey referenced
above for use in Arizona. The Action Team has
distributed the survey to key participants at cancer
treatment programs throughout the state. The
resuits will help the Action Team determine which
programs are using survivorship care plans and the

barriers to use.

Birken S, Mayer D, Wiener B. Survivorship Care Plans Prevalence and Barriers to Use. J Cancer Education. 2013; 28(2): 290-296. doi: 10.1007/513187-013-046%-x

a4




Ongoing cancer research in Arizena occurs through many organizations across the state,
inctuding the University of Arizona Cancer Center, Mayo Clinic, Banner MD Anderson Cancer
Center, Scottsdale Healthcare, Translational Genomic Institute (TGen) and Arizana Oncology.
Additionally, under the leadership of the Arizona 8iomedical Research Commission (ABRC),
Arizona has been developing an infrastructure to undertake strategic initiatives of national
importance such as fostering coflaboration for the acceleration of biomedical research and
innovation. With these resources, Arizona has the opportunity to continue to grow as a major
contributor to state, national, and global cancer research.

Currently, there are more than 400 open clinical trials in Arizona. Several barriers have been
identified regarding connecting patients to opportunities in research. Primarily, it is difficuit for
fay members of the community to understand and access enrollment into clinical trials. Even
greater challenges exist among vulnerable populations in Arizona, including those of low
socioeconomic status (SES), low health literacy, and low access to healthcare.

Further, the lack of complete reporting on certain types of cancers to the Arizona Cancer
Registry has resulted in a significant under reporting of the state’s cancer burden.

As a result, the Arizona Cancer Control Plan works to address these obstacles through the
Research Action Team within the Arizona Cancer Coalition.
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DBJECTIVET
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i.d.

Enhance collaborations, ameng cancer research institutions and cancer researchers

aTATUS

. The 2014 database of cancer research

institutions and cancer researchers has been
established.

The Arizona Cancer Research Network
Analysis Survey instrument has bheen
developed and will be deployed in fall 2014.

The planning for the first Arizona Cancer
Research Collaborative Summit is underway.
The summit will take place in winter 2015
and the Research Collaborative will be
established at that time.

The Research Collaborative work pian will be
completad by fall 2015,




(sl
LAl

UBJECTIVE Z

5 Dhata

ze Hesearch |

lyze

Establish better resources for Arizona cancer patients to be able to search for appropriate clinical

trials for their condition/and situation
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. The baseline data required for this

2.b.

2.6,

aTATYS

objective has been included in the
Arizona Cancer Research Network
Analysis Survey instrument.

The question of increasing patient access
and entry to clinical trials will be included
in the 2015 Arizona Cancer Research
Collaborative Summit.

The 2015 work plan established by the
Arizona Research Collaborative will
include an action plan to increase patient

access and entry to clinical trials.
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rizona's State Health Improvement Plan and the
rizona Lancer Gontrol Plan — How Do They Align?

Arizana Department of Health Services (ADHS) began their accreditation work with the creation of a State
Health Assessment. The assessment provided a snapshot of Arizona’s health status, issues, and concerns.
The county heaith departments conducted their own county health assessments (CHAs) and this information
was integrated into the state’s health assessment. The continuation of this process is the creation of heaith
improvement plans at the state and county level. At the state level, the health improvement plan is referred
to as the Arizona State Health Improverment Plan (AzHIP); at the county fevel, the County Health
Improvement Blan, or CHIP.

Creation of the AzHIP is led by a steering commiittee. To view the wehinar regarding the AzHIP creaticn
process, please visit the Managing for Exceilence Program online. The steering committee designed tools for

gathering and consolidating information from throughout ADHS. Fach area of ADHS was asked to address
specific topics and summarize an area of focus. To view the summary provided to the steering committee
regarding Arizona and cancer, visit the Cancer Health tssue Brief. The next step is the creation of a Cancer

Work Group, supporting the AzHIP, that will review available data and select priorities to address cancer in
Arizona.

As ADHS and the counties were creating their health assessments, the Arizona Cancer Coalition and the
ADHS Cancer Pravention and Control Programs were creating the Arizana Cancer Control Pian. The Arizona
Cancer Control Plan contains objectives to be achieved by the Arizona Cancer Coalition Action Teams and
partners over the next five years. The objectives were determined by each of the Action Teams: Policy,
Prevention, Early Detection, Treatment, Survivorship, and Research. As evidenced by the objective statuses
provided in this report, work has already begun and continues to move forward.

The Cancer Work Group for the AzHIP will benefit greatly from work done by the Cancer Coalition. They will

have concise and descriptive data, objectives with measures and baselines, and currently active work groups
poised and ready to support achievement of the AzHIP's goals. This imely alignment of stakeholders around
cancey is promising. This alignment will support:

Data-based decision making;
Prioritized efforts, based upon data, to be the focal point of many;

Broadened input on priorities from many stakeholders;

bl

An infrastructure, the work groups, already taking action geared toward reducing the burden of
cancer in Arizona; and

= Stakeholders from across the state willing to support the actions via time talent and treasure.

Cancer is the leading cause of death in Arizona. We lose 209 Arizonans each week to cancer. The alignment
of the AzHIP with the Arizona Cancer Control Plan has the potential, through collective impact, to reduce
that number.
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é[:aﬂﬂﬂi‘ Programs and Resources at the Arizona Department of Health Services

?éThe Arizona Department of Health Services (ADHS) possesses several programs working collaboratively to
faddr‘ess the burden of cancer in Arizona. The Bureau of Public Health Statistics, Office of Health Registries,
houses the Arizona Cancer Registry at the Arizona Department of Health Services. The Office of Cancer
brevention and Control resides in the Division of Pultlic Health Services, Bureau of Health Systems
eveiopment, at ADHS. Together, these programs make up the Arizona Cancer Prevention and Control Team.

Arizona Dancer Registry

The Arizona Cancer Registry (ACR) supports the collecting of cancer cases {incidence) and deaths {mortality}

from cancer across the state of Arizona. Cancer reporting became mandatory on January 1, 1692 All cancer
cases are reported to the ACR by providers, hospitals, pathology laboratories, and clinics across the state. The
ACR reviews data accuracy, provides statistical suppart, responds to data requests, and monitors data trends.

The ACR also engages in special projects to imprave its reporting levels, as evidenced by the Melanoma Task

Force, which witnessed questicnably low rates of melanoma in Arizena. The Melanoma Task Force found that
melanocma cases are currently under-reported by providers, and now actively works with dermatologists to
improve their reporting praciices to the ACR, Without this data, the true impact of melanoma in Arizona

remnains unger-estimated.

To view a complete report on the status of cancer in Arizona, along with the level of late stage diagnoses by

cancer type, please view the Arizona Cancer Report.

I conjunction with the Office of Cancer Prevention and Control, the ACR produces several factsheets, reports,
and other data documeants on the state of cancer in Arizona. The ACR reviews for data accuracy, provides

statistical support, responds to data requests and monitors data trends.
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Office of Cancer Prevention and Gontrol (GPL)

The Office of CPC contains three CDC-funded programs: the Comprehensive Cancer Control Program, the Breast and :
Cervical Cancer Early Detection Program, and the Colorectal Cancer Control Program. Locally, the Comprehensive Cancer

Control Program facilitated the reformation of the Arizona Cancer Coalition and Action Teams across the state.

The Breast and Cervical Cancer Early Detection Program, known locally as the Well Woman HealthCheck Program
(WWHP), and the Colerectal Cancer Control Program, also known locally as the FIT a"é‘ Fifty HealthCheck Program {FFHP),
provide cancer screening and diagnostic services and linkage to treatment to uninsured Arizonans. In addition, the Office ..
of CPC seeks to educate providers and the community about the importance of timeliness of services and appropriate
patient follow up, systems change approaches, and effective electronic heaith record (EHR) system utilization within
federally qualified health centers (FQHCs).

' Comprehensive Cancer Control Program (CLE) ARIZONA
CANCER
The Arizona Comprehensive Cancer Control Program enabled the development of the COALITION

Arizona Cancer Coalition (ACC), a statewide group of public health professionals,
providers, medical directors, survivors, and patients, who aim to reduce the incidence and mortality of cancer in
Arizona. The ACC is composed of six “Action Teams” having specific cancer-related goals: Policy, Prevention, Early
Detection, Treatment, Survivorship, and Research. The objectives and goals of these Action Teams are the core
informants of this Cancer Control Plan, which are referenced and outlined in detail within this report. To find out

more about the Arizona Cancer Cealition, visit azcancercoalition.org
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HealthCheck Programs

The HeafthCheck Programs at ADHS encompass two programs serving Arizona residents directly: the Well Woman
HealthCheck Program (WWHP} and the FIT at Fifty HealthCheck Program (FFHP).

Well Woman HealthCheck Program (WWHP)

The WWHP provides breast and cervical cancer screening, including clinical breast p

: 5Well Woman
HEALTHCHECK

Exams, mammograms, Pap tests, HPV tests, and diagnostic services to uninsured

and underinsured women aged 21 - 65 years old in Arizona. The WWHP has been offered in Arizona
since 1993 and screens 10,000 women each year across the state and is the local implementation of the
National Breast and Cervical Farly Detection Program (NBCCEDP). The WWHP is offered in all fifteen
counties of Arizona through contracted providers belonging to federally qualified health centers {FQHCs)
or county health departments. To view a listing of contracted providers and to learn more about the
program, visit wellwomanhealthcheck.org.

If cancer is found, Arizona offers the Breast and Cervical Cancer Treatment Program (BCCTP), and

patients are enrolled in an AHCCCS-health plan at no cost to them. The patient’s cancer treatment is
completely covered. To learn more about the BCCTP, please visit the BCCTP Eligibility webpages.

@FIT ATFIFTY

: HEALTHCHECK
HT at Fifty HealthCheck Pragram (FFHP) Check o s ot
The FFHP offers colorectal cancer screening, including the Fecal Immunochemica) Test (FIT) and colonoscopy,
to uninsured men and women in Arizona who are 50 years of age and older. The FFHP is 3 five-year old
program and screens 1,500 men and women every year; it is the local implementation of the Colorectal Cancer
Control Program. The FFHP services are provided through contracted providers located at federally gualified
health centers (FQHCs) in regions across Arizona. To find a contracted provider and to learn more about the
program, visit fitatfiftyhealthcheck.org. If colorectal cancer is found, patients may be eligible to receive

support through a partnership with the local chapter of the Colon Cancer Aitiance,
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Arizona Biomedical Research Commission

For more than 30 years, the Arizona Biomedical Research Commission (ABRC) has been
partnering with Arizona’s researchers, universities, and nonprofit organizations to conduct
research on diseases, find cures, establish hest practices and acceptable treatment methods,
and seek out new drug discoveries. One of ABRC's priority areas for research funding has
been cancer. As a result, new insights on cancer fighting drugs such as halistatins has been
introduced while the progress continues on fighting cancer at a molecular and cellular level.

Although ABRC may be more widely recognized for its role in
providing competitively awarded funding to Arizona
Researchers through the Research Grants Program, we also
fund the Arizona Biospecimen Locator, Research Education,
and the Arizona Public Cord Blood Program.

Arizona Biospecimen Locator. Acquiring quality biospecimens
is one of the largest obstacles researchers face as they strive :
to advance medical science and improve patient care. ABRC
facilitated the creation of the Arizona Biospecimen
Consortium and Locator to provide researchers with
specimens needed to advance their research studies. The

Locator is a weh-based hiospecimen database of both

diseased and normal solid tissues, cells, fluids and molecular samples stored at participating
Arizona hospitals and tissue banks. Using the Locator encourages research collaboration that
may lead to more effective treatments and potential cures.

Research Education. In working with Arizona researchers, ABRC identified a need to aid in
policy development and make high quality educational rescurces available. The ABRC
Educational Initiative sought to create a shared sense of community by bringing national and
local experts together to engage Arizona researchers and clinical professionals in emerging
topics. ABRC also offers on-line access at no cost to a comprehensive suite of courses for
those engaged in perferming and overseeing human subject clinical research and remains
committed in providing affordable in-person workshops throughout the year.
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Arizona Public Cord Blood Program. Currently, seven out of ten patients that have
genetic or life-threating diseases such as leukemia or lymphoma will depend on a
public registry (such as the National Marrow Donor Program) to find a bone marrow
transplant match. The Arizona Public Cord Blood Program was created to advance the
collection of umbilical cord blood. Umbilical cord blood is blood that remains in the
blood vessels of the placenta and the umbilical cord after the baby is born and the
cord has been clamped and cut. Umbilical cord blood contains hematopoietic stem
cells or blood-forming cefls (cells that can form other blood cells). These blood-
forming cells are also found in bone marrow.

In the past, the placenta and umbilical cord were thrown away. Today, the biood can
be collected, stored, and made available for transplant. Through this program, ABRC
works with Arizona hospitals to collect, store, and add diverse cord blood units to the
National Marrow Donor Program registry — increasing the likelihood that all patients
will find a match,

ABRC also supports the Arizona Alzheimer’s Consortium and the Translational
Genomics Research Institute. To view all projects supported by ABRC, please view the
ABRC Annual Reports.
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The Core Team

The Core Team for the Arizona Cancer Prevention and Control Programs was developed in 2012 to improve
nrogram cutcomes by enhancing collaboration and streamlining efforts among cancer and chronic disease
programs within the Arizona Department of Health Services. The team is comprised of leaders from key
programs within the Arizona Department of Health Services, including: Bureau of Tobacco and Chronic
Disease, Sun Wise Skin Cancer Prevention Program, Arizona Cancer Registry, Arizona Health Disparities
Center and Arizona Cancer Prevention and Control Programs which includes Comprehensive Cancer Control
and the Well Woman and FIT at Fifty HealthCheck Programs. The Core Team meets on a monthly basis to
share program updates, strategize on ways to facilitate collaboration, and reduce duplication of efforts in
order to increase the impact of programs. Including key partners such as Arizona Alliance for Community
Health Centers and Health Services Advisory Group has expanded the scope of project work achieved by the
team.




Fvaluation

An evaluation team from LeCroy & Milligan Associates, Inc. was engaged to monitor process and outcome
evaluation measures for the activities within the Arizona Cancer Coalition (ACC). A comprehensive evaluation
plan was developed to measure the 25 objectives determined by the ACC Action Teams. Continuous
evaluation of the work and process within the Action Teams, Steering Committee, Core Team and the ACC as
a whole guides the coordination of work being conducted throughout Arizona and ensures activities are

focused, effective, and aligned with statewide objectives.

The evaluation team provides support to the Steering Committee and Action Teams by assisting with
planning and facilitation of Action Team meetings, identifying the activities of the wark groups that align with
their work groups’ objectives and goals, providing ad-hoc professional development and data analysis

_ technical assistance for work groups’ activities and reporting on quarterly progress within work groups’
Action Plans. In addition, the evaluation team provides expertise and coordination among collaboration
opportunities between the Core Team and all components of the Arizona Cancer Prevention and Control
Programs. Meetings are assessed based upon their level of effectiveness, collaboration, and quality of
teadership.




slossary of Terms

Age-Adjusted Incidence and Maortality Rates

Age adjustment is a process used to compare incidence and mortality rates over time or among geographic
areas or population that have different age distributions. Because most disease rates increase with age, age-
adjustment eliminates the confounding effect of age when comparing rates. Cancer incidence and mortality
is usually expressed in the number of new cases or deaths per 100,000 persons in a population.

Age-Specific Rates

The rate of incidence or mortality of a specific age group, calculated per 100,000 people.

Best Practices
A practice supported by a rigorous process of peer review and evaluation indicating effectiveness in
improving health outcomes, generally demonstrated through systematic reviews,

Buiit Environment ,

The built environment is defined as the human-made features of our communities. The way we design and
huild our communities can affect our physical and mental health; in turn designing and building healthy
communities can improve the quality of life for all people.

Cancer Burden
An estimate of the financial, emotional, or social impact that cancer creates within the population.
Different racial, ethnic, geographic, and age groups in the United States do not share the burden of
disease equally.

Cancer Survivor

An individual is considered a cancer survivor from the time of diagnosis, through the balance of his or her
life. Family members, friends, and caregivers are also impacted by the survivorship experience and are
therefore included in this definition.

Community Health Worker

A Community Health Worker (CHW) is a frontline public health worker who is a trusted member of and/or
has an unusually close understanding of the community served. This trusting relationship enables the CHW -
to serve as a liaison/link/intermediary between health/social services and the community to facilitate access
to services and improve the quality and cultural competence of service delivery.

Continuum of Care
In medicine, describes the delivery of health care over a period of time. In patients with a disease, this
covers all phases of illness from diagnosis to the end of life.

58




Disparities {Health)

Healthcare disparities refer to differences in access to or availability of facilities and

services. Health status disparities refer to the variation in rates of disease eccurrence and disabilities
between sociceconomic and/or geographically defined population groups.

Distant Stage
Cancer that has spread from the primary site to distant organs or distant lymph nodes.

Early Stage
Early stage combines in situ and local stage using the SEER Summary Stage guidelines.

Evidence Based Strategies {Practices)

Evidence-based practices are approaches to prevention or treatment that are validated by some
form of documented scientific evidence. This includes findings established through controlied clinical
studies, but other methods of establishing evidence are valid as well.

Federaliy Qualified Health Center {(FQHC)

Federally qualified health centers (FQHCs) include all organizations receiving grants under Section
330 of the Public Health Service Act (PHS). FQHCs qualify for enhanced reimbursement from
Medicare and Medicaid, as well as other benefits. FQHCs must serve an underserved area or
population, offer a sliding fee scale, provide comprehensive services, have an ongoing quality
assurance program, and have a governing hoard of directors.

Health Equity

Health equity is achieved when every person has the opportunity to “attain his or her full health
potential” and no one is “disadvantaged from achieving this potential because of social position or
other socially determined circumstances.

Health Promotion

Health promotion is the process of enabling people to increase control over, and to improve,
their health. It moves beyond a focus on individual behavior towards a wide range of social and

environmental interventions.

Health Risk Factors
Arvisk factor is any attribute, characteristic or exposure of an individual that increases the likelihood

of developing a disease or injury.
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in situ cancer
Early cancer that is present only in the layer of cells in which it began. There is no penetration of the
basement membrane of the tissue.

Incidence

The number of newly diagnosed cases of cancer during a specific time period.

invasive Cancer

Cancer that has spread beyond the layer of tissue in which it developed and is growing into surrounding,
healthy tissues — generally, the stage is either "localized,” "regional,” or *distant."

Late Stage
A term used to describe cancer that is far along in its growth, and has spread to the lymph nodes or other
places in the body. Late stage combines regional and distant stage using the SEER Summary Stage guidelines.

Local Stage
Cancer that is limited to the organ in which it began, without evidence of spread.

Meaningful Use

Meaningful use is using certified electronic health record (EHR) technology to:

s Improve quality, safety, efficiency, and reduce health disparities
» Engage patients and family

« Improve care coordination, and population and public health

¢ Maintain privacy and security of patient health information

Mortality
The number of deaths from cancer during a specific time period.

Palliative Cave

Palliative care is specialized medical care for people with serious ilinesses. It is focused an providing patients
with relief from the symptoms, pain, and stress of a serious iliness—whatever the diagnosis. The goal is to
improve quality of life for both the patient and the family.

Patient Navigator
Patient navigators—a diverse group of lay people and health care professionals who assist patients at all stages of
cancer care, from screening and diagnosis to treatment and survivorship.

Prevalence

The number of people alive on a certain date who have been diagnosed with cancer at any time in their lives.

This is different from incidence in that it considers both newly diagnosed and previously diagnosed people.
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Prognosis

The likely outcome or course of a disease; the chance of recovery or recurrence.

Quality of Life

The overall enjoyment of life. Many clinical trials assess the effects of cancer and its treatment on
the quality of life. These studies measure aspects of an individual's sense of well-heing and ability to
carry out various activities.

Regional Stage
Cancer that has spread beyond the original (primary) site to nearby lymph nodes or organs and
tissues.

Relative Survival

The Maticonal Cancer Institute defines relative survival as a net survival measure representing cancer
survival in the absence of other causes of death. Relative survival is defined as the ratio of the
proeportion of observed survivors in a cohort of cancer patients to the proportion of expected
survivors in a comparable set of cancer free individuals. Relative survival in this cancer plan adjusts
for age and sex.

Screening {Cancer)

Cancer screening is looking for cancer before a person has any symptoms. Screening tests can help
find cancer af an early stage, before symptoms appear. When abnormal tissue or cancer is found
early, it may be easier to treat or cure. By the time symptems appear, the cancer may have grown
and spread. This can make the cancer harder to treat or cure.

Sliding-Fee-3cale

Sliding-scale-fees are variable costs for products, services, or taxes based on one's ability to pay.
Such fees are thereby reduced for those who have lower incomes or less money to spare after their
personal expenses, regardiess of income.

Social Determinants of Health

The social determinants of heaith are the conditions in which people are born, grow, live, work and
age. These circumstances are shaped by the distribution of money, power and resources at global,
national and local tevels,

Stage
Stage provides a measure of disease progression, detailing the degree 10 which the cancer has
advanced.
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Survival
Survival examines how long after diagnosis people live. Cancer survival is measured in a number of
different ways depending on the intended purpose.

Telemedicine

Telemedicine is the use of medical information exchanged from one site to another via electronic
communications to improve a patient’s clinical health status. Telemedicine includes a growing variety
of applications and services using two-way video, email, smart phones, wireless tools and other

forms of telecommunications technology.

Underinsured

Having some insurance coverage but not anough, or when one is insured yet unable to afford the out
-of-pocket responsibilities not covered by his or her insurer.
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Dangers of Indoor Tanning: Talking Points

¢ 3.6 million skin cancers in the United States Annually

e 420,000 skin cancers and 6,200 melanomas annually are attributed to
tanning beds

e More individuals develop skin cancer because of tanning than develop
lung cancer because of smoking

e Annual cost of skin cancer is the United States is 8,100,000,000 dollars

e Approximately 1,000,000,000 dollars in cost of skin cancer can be
attributed to indoor tanning '

* Melanoma is the most common form of cancer for young adults

e Leading cause of cancer death of women 25-29, most common form of cancer
of young adults and the second most common for adolescents

¢ 979% of all patients with a melanoma diagnosis before the age of 30
have a history of sun tanning and all had tanned before 25

» 20% of adolescents have a history of tanning

s The number of adolescents tanning is increasing

o 40Y% of individuals who tan meet the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR) criteria for
being “addicted”

e Ultraviolet light has definitively shown to cause skin cancer, including
melanoma

¢ Early exposure and high intensity ultraviolet light increases the preventable
risk beyond chronic low level exposure

¢ Melanoma and skin cancers are unique in that the early damage to melanoma
causing cells do not manifest until years to decades after exposure

* World Health Organization classified Tanning beds as carcinogenic in 2009

¢ Melanoma is unique in that the early damage to melanoma causing cells do
not manifest until years to decades after exposure

¢ Indoor tanning is a skin cancer risk for individuals of any age; but,
highest amongst young individuals

e Meta-analysis found that 20% of adolescents have a history of tanning

¢ The number of adolescents tanning is increasing

« Tanning beds do not comply with regulations and one study found that
only 43% of tanning beds complied with parental consent

o 2010 Federal Trade Commission (FTC) charged the Indoor Tanning
Association with making “false claims” about the safety

e 2012 United States Energy and Commerce Committee Investigation found
that 90% of tanning salons denied the known risks of indoor tanning, 80%
claimed false health benefits, they failed to follow the US Food and Drug
Administrations recommendations on tanning, and they targeted teenage
women
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AzATA Mission

To promote and enhance
athletic training, as an allied
health profession;

To serve the overall health care
needs of the athletic

population;

To work in cooperation with
other orgonizations and health
caire professions.
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National Athletic Trainers’
Association

+ Founded in 1950, the NATA has more
than 46,000 members.

For more informafion visit

hitp: / [www.nata.org

» The mission is to enhance the quality
of health care provided by certified
athletic trainers and to advance the
athletic training profession.

NATIONAL ATHLETIC TRAINERS® }meOwb o
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WHY IS AN AUTOMATED
EXTERNAL DEFIBRILLATOR
IMPORTANT?

inthe US alone, approximately 350,000 pecple of all ages experience
out-of-hospital Sudden Cardiac Arrest (SCA) each year. One of the most
effactive ways of freating cardiac arrest is using an electronic defibritlation
typically in less than 8 seconds and followed by a (PR pause, resulting in a
successful retarn to novmal heart riyythm and saving more lives,

An Automated External Defibrilator (AED) can be used by healthcare
professionals, emergency responders, and laypessons. AED's are small,
lightweight, compact, and portable user-friendly electronic devices that
autornaticaily diagnaese potential life-threatening heart rythms. The AED wi
provide simple audio and possibiy visual instructions {depending on the
device), and advise if an electronic shock is necessary through the
administration of the two adhesive electrode pads.

Timing is crugial as survival rate decreases 7-10% for every mingte without
immediate defibrillation, in conjunction with CPR. The longer the heart has
heen in Yentricular ation (VF), the harder it is to restart. This Is the reason

why it is extremely important to have an effective AED program in place.

The American Foundation for Cardiomyopathy recommends Philips
Automated External Defibriliators, namely the Phillips HeartStart Qnsite, the
Phillips Heart Start FRX, and the Phillips Heart Start FR3.

**For every five AFD's sold, we are able to donate ore AED to youth athletic
teams, schools, community centers and places of worship.

Anthony Miller, founder and president of a 501(c}3 non-profit
organization, American Foundation for Cardiomyopathy, is a Hypertrophic
Cardiomyopathy {HCM) carrier, & complex cardiac disease that causes

a thickening of the heart muscle. He has made it his personal mission
to bulld heart safe communities by providing preventative youth heart
screenings and CPR certification courses, including raise money for
life-saving automatic external defibriliators (AEDs) for places with a
huge presence of children such as youth athletic teams, schools,
community centers, and places of worship.

The foundation cperates with the mission to create awareness about
cardiomyopathy and support those already affected by the heart
disease. We are dedicated to providing familiss with heart
screenings, resodrees, training oppertunities, and other support.

For more information about the foundation and youth heart
screehings, please visit www, AmericanFFC.org.




+ RY/MOTCRHOME + POLICE DEPT
+ BOATS + FIRE DEPT
& COMMUNITY & YOUTH SPORTS & FIRST RESPONDERS

* OFFIGE * CHURCH
*= HOME + SCHOOLS

* GLINICS * EMS # FIRE DEPY

» Automatically powers on when carrying case is opened
» Smallest and lightest professional-grade AED among leading manufacturers
- ECG display with high-resolution color LCD for noisy environments
- Pre-connected peef and place pads to reduce deployment time
+ Infant/chitd key allows rescuer to use adult pads on patients
under 55 Ihs or 8 years old

= Ready-to-rescue AED device

« Turns on with easy-to-use pull handle * Designed tobe easy fo setup and use

« Personalized coaching to guide you quickly through an emergency « Infant/child key allows rescuer to use adult pads on patients

» Safely delivers maximum shock strength Undler 55 Ibs or § years old

- Built-in daily, weekly & monthly self checks » Designed for the toughest conditions: jetting water, crushing loads up
to 500 pounds and a one-meter drop onto concrete

« Effective therapy with SMART Biphasic technology
» Built-in daily, weekly & monihly self chacks

« QuickShack technology minimizes chest compression interruptions
« Integrated SMART pads that sense application to patient skin
« (lear, intuitive visual queues

» QuickShock technology minimizes chest compression interruptions
« Built-in daily, weekly & manthly self checks
« Quick shock allows a shock te be administered faster

| - Effective therapy with SMART Biphasic technology +Provides low-cnergy/high-cumrent therapy « Bilingual configuration optional
« Technology to measure Chest/Muscle Impedance

- Provides low-energy/high-current therapy « Provides continuous support in improving review, annotations, printouts, and

- Lifetime tracking and notification technology storing of all AED events to help your team learn from each incident

« Technology te measure Chest/Muscle Impedance

ALL UNITS SHOWN INCLUDES AN AED CARRYING CASE, ONE SET OF SMART PADS,
ALITHIUM BATTERY AND A HEART SMART CPR/AED RESCUE KIT




NATIONAL ATHLETIC TRAINERS® ASSOCIATION
WEALIH CARE 36%F LESE % SPORT

Sudden Death in Athletes:
Examples of NATA Position Statements

* Exertional Heat Illnesses (2015)

* Management of Sport Concussion (2014)

* Preparticipation Physical Examinations and Disqualifying Conditions (2014)

* National Athletic Trainers’ Association Position Statement: Preventing Sudden
Death in Sports (2012)

» National Athletic Trainers’ Association Position Statement: Safe Weight Loss and
Maintenance Practices in Sport and Exercise (2011)

¢ Acute Management of the Cervical Spine-Injured Athlete (2009)

http://www.nata.org/position-statements
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Exertional Heat llinesses
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Objective: To present best-practice recommendations for
the prevention, recognition, and treatment of exertional heat
iinesses (EHIs) and to describe the refevant physiology of
thermoregulation.

Background: Coertified athletic trainers recognize and treat
athletes with ERls, often in high-risk environments. Although the
proper recognition and successful freatment strategies are well
documented, EMls continue to plague athletes, and exerfional
heat stroke remains one of the leading causes of sudden death
during sport. The recommendations presented in this document
provide athletic trainers and allied health providers with. an
integrated scientific and clinically applicable approach to the
prevention, recognition, treatment of, and return-to-activity

proper recognition and treatment can be accomplished in order
o maximize the safety and performance of athletes.

Recommendations: Athletic trainers and other allied health
care professionals should use these recommendations to
establish onsite emergency action plans for their venues and
athltetes. The primary goal of athlete safety is addressed through
the appropriate prevention strategies, proper recognition tactics,
and effective treatment plans for EHIs. Athletic trainers and
other allied health care professionals must be properly educated
and prepared to respond in an expedient manner to alleviate
symptoms and minimize the morbidity and mortality assoclated
with these illnesses.

Key Words: heat cramps, heat syncope, heat exhaustion,
heat injury, heat stroke, dehydration

guidelines for EHls. These recommendations are given so that

he prevention, recognition, and treatment of exer-
T tional heat illnesses (EHIs) are core components of

sports medicine services at all levels of sport. The
risk of BEHI is ever present during exercise in the heat but
can also occur in “normal” environmental conditions. Our
current knowledge base has allowed us to greatly enhance
the level of care that can be provided for athletes with these
medical conditions. This document serves as the current
position statement for the National Athletic Trainers’

Association (NATA) and replaces the document that was
published in 2002.!

The care of exertional heat-stroke (EHS) patients has
come a long way in the past millennia. We now possess the
knowledge to nearly assure survival from this polentially
fatal injury if BHS is quickly and appropriately recognized -
and treated at the time of collapse.?? Additionally, our
knowledge base and proven management protocols allow
us to establish effective prevention and management
strategies to minimize the risk of and improve the outcome
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from EHS, thereby affecting public health via policy
creation and modification.

DEFINITIONS OF EHIs

Exercise-Associated Muscle Cramps

Exercise-associated muscle cramps (EAMCs) are sudden
or sometimes progressively and noticeably evolving,
involuntary, painful contractions of skeletal muscle during
or after exercise.** Heat cramps is & popular but technically
inappropriate term for a certain category of EAMCs
because they are not directly related to an elevated body
temperature,™® do not readily occur after passive heating at
rest, and can present during exercise in warm or even cool®
8 and temperature-controlled conditions,” although exten-
sive sweating is typical. The signs and symptoms of
incipient EAMCs can be described as fies, twinges,
stiffness, tremors, or confractures, but these ferms refer to
conditions that are typically painless and do not demon-
strate muscle activity on electromyography, unlike fiall-
blown EAMCs.!® The cause of EAMCs is not fully
confirmed; proposed contributing factors and conditions
include dehydration,® electrolyte imbalances,™!! altered
neuromuscular control,* fatigue, or any combination of
these factors.>1?

Heat Syncope

Heat syncope, or orthostatic dizziness, often occurs in
unfit or heat-unacclimatized persons who stand for a long
period of time in the heat or during sudden changes in
postute in the heat, especially when wearing a uniform or
insulated clothing that encourages and eventually leads to
maximal skin vasodilation. This condition is often attribut-
ed to dehydration, venous pooling of blood, reduced cardiac
filling, or low blood pressure with resultant cerebral
ischemia.'* Heat syncope usually oceurs during the first 5
days of unaccustomed heat exposure (eg, during the
preseason), before the blood volume expands and cardio-
vascular adaptations are complete, and in those with heart
disease or taking divretics.”

Heat Exhaustion

Heat exhaustion is the inability to effectively exercise in
the heat, secondary to a combination of factors, ircluding
cardiovascular insufficiency, hypotension, energy deple-
tion, and central fatigue.!* This condition is manifested by
an elevated core body temperature (usually <40.5°C) and
is often associaled with a high rate or volume of skin
blood flow, heavy sweating, and dehydration.’® It occurs
most frequently in hot or humid (or both) conditions, but it
can also occur in normal environmental conditions with
intense physical activity. Heat exhaustion most often
affects heat-unacelimatized or dehydrated individuals with
a body mass index >27 kg/m.'® By definition, absent from
heat exhaustion are end-organ damage, which would
indicate heat injury (eg, renal insufficiency, rhabdomyol-
ysis, or liver injury), and significant central nervous
system (CNS) dysfunction with marked temperature
elevation (>40.5°C [105°F]), which would indicate the
possibility of EHS.

Exertional Heat Injury

Heat injury is a moderate to severe heat illness
characterized by organ (eg, liver, renal) and tissue (eg,
gut, muscle) injury associated with sustained high body
temperature resulting from strenuous exercise and environ-
mental heat exposure. Body temperature is usually but not
always greater than 40.5°C (105°F).!7!8

Exertional Heat Stroke

Exertional heat stroke is the most severe heat illness, It is
characterized by neuropsychiatric impairment and a high
core body temperature, typicatly >40.5°C (L05°F).'%!® This
condition is a product of both metabolic heat production
and environmental heat load and occurs when the
thermnoregulatory system becomes overwhelmed due to
excessive heat production (ie, metabolic heat production
from the working muscles) or inhibited heat loss (ie,
decreased sweating response, decreased ability to evaporate
sweat) or both. Although this illness is most likely to occur
in hot and humid weather, it can manifest with intense
physical activity in the absence of extreme environmental
conditicns. The first sign of EHS is often CNS dysfimction
(eg, collapse, aggressiveness, irritability, confusion, sei-
zures, altered consciousness).'” A medical emergency, EHS
can progress to a systemic inflammatory response and
multi-organ system failure unless prompily and correctly
recognized and treated. The risks of morbidity and
mortality increase the longer an individual’s body temper-
ature remains elevated above the critical threshold
(>>40.5°C [105°F]) and are significantly reduced if body
temperature is lowered promptly.?

RECOMMENDATIONS

The NATA advocates the following prevention, recogni-
tion, and treatment strategies for EHIs. These recommen-
dations are presented to help certified athletic trainers and
other health care providers maximize health, safety, and
sport performance. However, individual responses to
physiologic stimuli and environmental conditions vary
widely. Therefore, these recommendations do not guarantee
full protection from exertional heat-related ilinesses but
could mitigate the risks associated with athletic participa-
tion and physical activity. These recommendations and
prevention strategies should be carefully considered and
implemented by certified athletic trainers and the health
care team as part of an overall strategy Tor the prevention
and treatment of EHIs. The strength of each recommenda-
tion follows the Strength of Recommendation taxonomy
(SORT; Table 1).2!

Prevention

1. Conduct a thorough, physician-supervised preparticipa-
tion medical screening before the start of the season to
identify athletes with risk factors for heat illness or a
history of heat illness (Table 2).**** Strength of
recommendation: C

2. Individuals should be acclimatized to the heat gradually
over 7 to 14 days.®?% Heat acclimatization involves
progressively increasing the intensity and duration of
physical activity and phasing in protective equipment (if
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Table 1. Strength of Recommendation Taxonomy (SORT)

Strength of Recormmendation Definition

A Recommendation based on consistent and good quality experimental evidence (morbidity, mortality,
exerclse and cognitive performance, physiologic responses).

B Recommendation based on inconsistent or limited quality experimental evidence.

C Recommendation based on consensus; usual practice; opinion; disease-oriented evidence"; case series or

studies of diagnosis, freatment, prevention, or screening; or extrapolations from quast-experimental

research.

= Reprinted with permission from Ebell MH, Siwek J, Welss BD, et al, Strength of recommendation taxonomy {(SORT). a patient-centered
approach to grading evidence in the medical literature, 2004:69(3):548-556, Am Fam Physician, Copyright 2004 Ametican Academy of

Family Physicians. All Rights Reserved.'*

b patient-oriented evidence measures outcomes ihat matter to patients: morbidity, mortality, symptoms improvement, cost reduction, and
quality of life. Disease-oriented evidence measures Intermediate, physiologic, or surrogate end points that may or may net reflect
improvements in patient outcomes {eg, blood pressure, biood chemistry, physiologic functien, pathologic finding}.

applicable). If heat acclimatization is not maintained, the
physiologic benefits provided by this process will decay
within 3 weeks.?*2¢ The first 2-3 weeks of preseason
practice typically present the greatest risk of EHI,
particularly in equipment-intensive sports.?%*7% All
possible preventive measures should be used during this
time to address this high-risk period (Figure 1). Strength
of recommendation: B

3. Athletes who are currently sick with a viral infection (eg,
upper respiratory tract infection or gastroenteritis) or
other illness or have a fever or serious skin rash shoutd
not participate until the condition is resolved.'®*° Even
after symptoms resolve, the athlete may still be
susceptible to heat illness and should be observed
carefully upon return to exercising in the heat. Strength
of recommendation: B

4. Tndividuals should maintain euhydration and appropriate-
ly replace fluids fost through sweat during and afier
games and practices (see the NATA position statement on
fluid replacement in athletes®'). Players should have free
access to readily available fluids at all times, not just
during designated breaks. Instruct them to eat or drink

Table 2. Sample Preparticipation Physical Examination Questions
Related to Exertional Heat Stroke®?

1. Have you ever previcusly been diagnosed with exertional heat
stroke? If yes
a. How long ago?

b. Have you had any complications since then?

¢. How long did 1t take you to return to full participation?

d. Did you have any complications upon your return to_play?

e, Was an exercise heat tolerance test conducted to assess your
thermoregulatory capacity?

2. Have you ever been diagnosed with heat exhaustion? 1f yes
a. When?

b. How many times?

3. Have you ever had trouble or complications from exercising in the
heat (eg, fesling sick, throwing up, dizzy, lack of energy, decreased
performance, muscle cramps)?

4, How much training have you heen doing recently (in the past 2
weeks)? Has this been performed in warm or humid weather?

5. Have you been fraining during the last 2 months? Would you say
you are in poor, good, or excellent condition?

6. Describe your drinking habits. (Are you conscious of how much you
consume? Is your urine consistently dark?)

7. Would you consider yourself a heavy or a sally sweater?

8. How many hours of sleep da you gat per night? Do you sleep in an
alr-conditioned room?

9. Do you take any supplements or ergogenic aids?

appropriate sodium-containing fluids and foods to help
replace sodium losses in sweat and urine and fo enhance
hydration (ie, water retention and distribution). The aims
of fluid consumption or replacement are to prevent a body
mass loss of more than 2% (as measured before and after
the practice or game) and to keep morning urine light in

" color.3'? These strategics may reduce the risk of acute

and chronic significant dehydration and decrease the tisk
of EHEZ5 Strength of recommendation. B

. The sports medicine staff must educate relevant petsonnel

(ie, coaches, administrators, security guards, emergency
medical services [EMS] staff, athletes) on preventing and
recognizing EHI and, in particular, EHS.*¢ Signs and
symptoms of a medical emergency should be reviewed,
and every institation should have and personnel should
practice an emergency action plan specific to each
practice and game site. Review and rehearsal of the
emergency action plan should include all relevant
members of the sports medicine team (fe, coaches,
athletic trainers, EMS). Strength of recommendation: C

. Appropriate medical care must be available, and all

personnel must be familiar with BII prevention,
recognition, and treatment.*>? Certified athletic trainers
and other health care providers covering practices or
events are the primary providers of medical care for
athletes who display signs or symptoms of EHI and have
the authority to restrict an athlete from participating if
EHI is suspected or to refer the athlete for a significant
EHI condition. Strength of recommendation: C

. When environmental conditions warrant, a cold-water or

ice tub and ice towels should be available to immerse or
soak a patient with a suspected heat illness.??’
Iminediate whole-body cooling is essential for treating
EHI and EHS in particular. Onsite facilitics are needed
for immediate treatment. Strength of recommendation: B

. The assessment of rectal temperature is the clinical gold

standard for obtaining core body temperature of patients
with EHS*® and the medical standard of practice and
accepted protocol. No other field-expedient methods of
obtaining core body temperature (eg, oral, axillary,
tympanic, forehead sticker, temporal) are valid or reliable
after intense exercise in the heat, and they may lead to
inadequate or inappropriate treatment, thereby endanger-
ing a patient’s health.®*! Parents, administrators,
coaches, and student-athletes should be educated ahead
of time that this procedure will be used for heat-illness
emergencies, especially in patients suspected of having
heat exhaustion or BHS. Esophageal and gastrointestinal
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Figure 1. National Cellegiate Athletic Association heat-acclimatization guidelines.

10,

11,

(via ingestible thermistor) measurements may be appro-
priate alternatives for temperature assessment but require
advanced training for the former and careful planning for
the latter. Under all circumstances in which EHS is
possible, a rectal temperature assessment should be able
to be obtained. Strength of recommendation. A

Because the effects of heat are cumulative, athletes
should be encouraged to sleep at least 7 hours per night in
a cool environment; eat a balanced diet; and propetly
hydrate before, during, and after exercise.'® Individuals
should also be advised to test in a cool environment
during periods of inactivity (eg, off days, between
sessions on double-practice days) to maximize recovery.
Rest periods should incorporate meal times and allow 2 to
3 hours for food, fluids, electrolytes (primarily sodium
and chloride), and other nutrients to be digested and
absorbed before the next practice or competition. Strength
of recommendation: C

To anticipate potential problems, a preseason heat-
acclimatization policy should be developed for organized
sports and event guidelines formulated for hot, humid
weather conditions based on the type of activity and wet-
bulb globe temperature (WBGT).?*?® In stressful eavi-
ronmental conditions, particularly during the first 2-3
weeks of preseason practice, activity should be delayed or
rescheduled or the practice session shortened to reduce
the risk to participants. Special attention should be given
to practice drills that involve high-intensity activity and
full protective equipment womn by players, as these
factors may exacerbale the amount of heat stress on the
body. Strength of recommendation: B

Individuals who may be pasticularly susceplible to EHI
must be identified.**** They should be closely monitored
during stressful environmental conditions, and preventive
steps should be taken>*® In addition, emergency
supplies and equipment (eg, tubs for cold-water immer-
sion [CWI], rectal thermometer) should be onsite, easily
accessible, and in good working order to allow for
immediate intervention and treatment if needed, Strength
of recommendation: B

12.

13.

14.

Rest breaks should be planned and the work-to-rest ratio
modified to match the environmental conditions and the
intensity of the activity.">*’ Breaks should be in the
shade or in a predetermined cooling zone and should
allow enough time for all athletes to consume fuids.
Additionally, players should be permitted to remove
equipment {eg, helmets) during rest periods. Strength of
recommendation: B

The use of dietary supplements and other substances that
have a dehydrating effect, increase metabolism, or affect
body temperature and thermoregulation is discouraged.*®
Because supplements may increase the risk of EHI, their
use should be carefully monitored. Strength of recom-
mendation: C

Minimal experimental evidence exists regarding the most
effective method of preventing EAMCs due to the variety
of causes. Supplemental sodium ingestion and fluid
monitoring® or neuromuscular reeducation® may help to
prevent EAMC recurrences. Clinicians should identify the
patient’s unique intrinsic (eg, hydration, acclimatization,
biomechanics, training status) and extrinsic (eg, climate
conditions, exercise intensity) risk factors that preceded
EAMCs before implementing a prevention strategy.
Strength of recommendation: C i

Recognition

Exercise-Associated Muscle Cramps.

15,

16.

17.

A patient experiencing EAMCs will likely show 1 or
more of the following signs and symptoms: visible
cramping in part or all of the muscle or muscle groups,
localized pain, dehydration, thirst, sweating, or fa-
tigue.*>7 Strength of recommendation: C

A thorough medical history should be obtained to
distingnish muscle cramping as a result of an underlying
clinical condition (eg, sickle cell traif) from EAMCs.*
The latter is often preceded by subtle muscle twitching,*
whereas the former is not. Sirength of recommendation: C
Most BAMCs related to overload or fatigue tend to be
short in duration (less than 35 minutes) and mild in
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severity.™! However, some BAMCs severely affect
athletic performance and as a result, prohibit further
exercise; require further medical attention to resolve; or
elicit soreness for several days.™**>! Strength of recom-
mendation: B

Heat Syncope.

8.

19,

A patient who experiences a brief episode of fainting
associated with dizziness, tunnel vision, pale or sweaty
skin, and a decreased pulse rate while standing in the heat
or after vigorous exercise (with a relatively low rectal
temperature [<<39°C]) is likely experiencing heat synco-
pe.'2 However, responsiveness, breathing, and pulse must
be assessed to rule out a cardiac event, which can present
with similar signs and symptoms but is a more serious
condition. Strength of recommendation: B

A thorough medical history and physical examination
should be performed to climinate any other medical
conditions that could cause syncope. Strength of recom-
mendation: C

Exertional Heat Exhaustion,

20.

21.

Heat exhaustion may be present if the patient demon-
strates excessive fatigue, faints, or collapses with minor
cognitive changes (eg, headache, dizziness, confusion)
while performing physical activity,’® yet the athletic
trainer should assess the patient’s CNS function by noting
any bizarre behavior, hallucinations, altered mental
status, confusion, disorientation, or coma that may
indicate a more serious condition such as EHS. Other
signs and symptoms of exertional heat exhaustion may
include fatigue, weakness, dizziness, headache, vomiting,
nausea, lightheadedness, low blood pressure, and im-
paired muscle coordination. Strength of recommendation:
B

It is strongly recommended that a rectal temperature be
obtained to differentiate exertional heat exhaustion from
the more serious EHS. With heat exhaustion, core body
temperature (measwred rectally) is usually less than
40.5°C (105°F), a key characteristic that differentiates it
from BHS. Strength of recommendation: A

Exertional Heat Stroke.

22.

23.

The 2 main diagnostic criteria for EHS are CNS
dysfunction and a core body temperature greater than
40.5°C (105°F).14952 However, if a suspected EHS
victim exhibits CNS dysfunction even though the rectal
temperature is slightly lower (ie, 40°C [104°F]), it is
prudent to assume the patient is suffering from EHS and
begin the appropriate treatment. After initial collapse,
recognition is often delayed, and the patient may begin to
cool passively, dropping below the 40.5°C (105°F)
threshold. Rectal temperature thermometry is the only
method of obtaining an immediate and accurate mea-
surement of core body temperature. Other devices, such
as oral, axillary, aural canal, tympanic, forehead sticker,
and temporal artery thermometers, inaccurately assess the
body temperature of an exercising person.***' A delay in
accurately assessing temperature during diagnosis may
also explain a body temperature that is lower than
expected. Strength of recommendation: A

Because immediate treatment is vital in EHS, it is
important to not waste time by substituting an invalid
method of temperature assessment if rectal thermometry

24.

25.

is not available. Instead, the practitioner should rely on
other key diagnostic indicators (ie, CNS dysfunction,
circumstances of the coltapse). If EHS is suspected, CWI
(or another rapid cooling mechanism if CWI is not
available) should be initiated immediately. Strength of
recommendation: C

In a patient suspected of having EHS, CNS function
should be assessed. Signs and symptoms can include
disorientation, confusion, dizziness, loss of balance,
staggering, irritability, irrational or unusual behavior,
apathy, aggressiveness, hysteria, delirfum, collapse, loss
of consciousness, and coma. In some cases, a Iucid
interval may be present; however, if EHS is present, the
patient witl likely deteriorate quickly. Strength of
recommendation: B

Other signs and symptoms of EHS that may be present
include dehydration, hot and wet skin, hypotension, and
hyperventilation. Most patients with EHS have hot,
sweaty skin as opposed to those with the classical type
of heat stroke (the passive condition that typicaily affects
children and the elderly), who present with dry skin.
(Table 3). Strength of recommenduation: B

Heat Injury.

26.

Heat injury is a moderate to severe heat illness
characterized by end-organ damage but the absence of
the profound CNS dysfunction often found with EHS.'"'®
Evaluation usually reveals very dark (cola-colored) urine,
severe muscle pain, and abnormal blood chemistry levels.
Strength of recommendation: B

Treatment

Exercise-Associated Muscle Cramps.

27.

28.

The immediate treatment for acute EAMCs related to
muscle overload or fatigue is rest and passive static
streiching of the affected muscle until cramps abate.”"
Tcing, massage, or both may also help relieve some of the
discomfort after EAMCs.> For EAMCs related to
excessive sweating and a suspected whole-body sodium
deficit, the patient must ingest sodium-containing fluids
(preferably) or foods (or both) to help retumn the body to
normal fluid, electrolyte, and energy distribution. Strength
of reconunendation: B

Fluid absorption, retention, and distribution are enhanced
by beverages that contain sodium and carbohydrates. A
high-sodium product (eg, salt packet) may be added to a

. beverage to help offset sodivm lost via exercise-induced

29.

30.

sweating. Similarly, small volumes (eg, 1 mL per 1 kg
body weight) of a salty solution such as pickle juice may
be consumed, if tolerated, without negatively affecting ad
libitum water ingestion,>* plasma electrolyte concentra-
tions,? or thirst or causing nausea or stomach fullness. >
Strength of recommendation: B

Patients with EAMCs are normally conscious and
responsive and have normal vital signs.*® Thus, clinicians
can provide fluids orally to a patient suffering from
EAMCs who is compliant and tolerating fluid intake. The
use of intravenous fiuids should be considered if the
patient is noncompliant or unable to tolerate fluids.’
Strength of recommendation: 4

Patients with recurring EAMCs should undergo a
thorough medical screening to rule out more serious

990
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Table 3. Clinical Distinctions of Exerticnal Heat liinesses

Characteristic

Heat lliness

Exercise-Associated
Muscle (Heat} Cramps

Heat Syncope

Heat Exhaustion

Exertional Heat
Stroke

Description

Physiologic cause

Primary treatment
factors

Acute, painful, involuntary
muscie contractions

presenting during or after

exercise

Dehydration, electrolyte
imbalances, and/for
neuromuscular fatigue

Stop exercising, provide
sodium-containing
heverages

Collapsing in the heat,
resulting in loss of
conhsciousness

Standing erect in a hot
environment, causing
postural pooling of
blood In the legs

Lay patient supine and
elevate legs to restore
central blood volume

Inability to continue
exercise due to
cardiovascular
insufficiency

High skin blocd flow,
heavy sweating, and/or
dehydration, causing
reduced venous return

Cease exercise, remove
from hot environment,
elevate legs, provide

Severa hyperthermia
leading to overwhelming
of the thermoregulatory
system

High metabolic heat
production andfor
reduced heat dissipation

Immediate whole-body
cold-water imrmersion to
quickly reduce core body

Hecovery

Often occurs within minutes

to hours hours

Gften oceurs within

fiuids

Qften occurs within 24 h;
same-day return to play
not advised

temperature

Highly dependent an initial
care and treatment; further
medical testing and physician
clearance required before
return to activity

neuromuscular conditions (eg, fatigue, hydration level,
improper nutrition).>® Strength of recommendation: C

Heat Syncope.

31

The clinician should move the patient te a shaded area,
monitor vital signs, elevate the legs above the level of the
heart, cool the skin, and rehydrate.'? Strength of
recommendation: C

Fxertional Heat Exhaustion.

32.

33,

4.

35.

Removing any excess clothing and equipment increases
the evaporative surface of the skin and facilitates cooling.
Strength of recommendation: C

The patient should be moved to a cool or shaded area.
TFurther body cooling should be accomplished via fans or
ice towels if necessary. Strength of recommendation: C
While monitoring vital signs, the clinician should place
the patient in the supine position with legs elevated above
the level of the heart to promote venous return.!*!%3¢
Strength of recommendation: C

If intravenous fluids are needed or if recovery is not rapid
(within 30 minutes of initiation of treatment) and
uneventful, fluid replacement should begin and the
patient’s care transferred to a physician. If the condition
worsens during or after - treatment, -EMS--should - be-
activated.!3!6 Additionally, rectal temperature should be
obtained; if >40.5°C (105°F), the patient should be
treated for EHS. Strength of recommendation: C

Exertional Heat Stroke.

36.

37.

For any EHS patient, the goal is to lower core body
temperature to less than 38.9°C (102°F) within 30 minutes
of collapse.?® Body cooling serves 2 purposes: refurming
blood flow from the skin to the heart and lowering core
body temperature by reducing the hypermetabolic state of
the organs. The length of time the core body (and
particularly the brain) is above the critical temperature
threshold (40.5°C [105°F]) dictates morbidity and the risk
of death from EHS (Figure 2).°*® Strength of recom-
mendation: B

When EHS is suspected, the patient’s body (frunk and
extremities) should be quickly immersed in a pool or tub

38,

39,

40,

41,

of cold water. Removing excess clothing and equipment
will enhance cooling by maximizing the surface area of
the skin. However, because removing excess clothing and
equipment can be time consuming, CWT should begin
immediately and equipment should be removed while the
patient is in the tub (or while temperature is being
assessed or the tub is being prepared).” Rectal temper-
ature and other vital signs should be monitored during
cooling every 5 to 10 minutes if a continuous monitoring
device is not available.2%° Strength of recommendation:
B

Cold-water irmunersion up to the neck is the most effective
cooling modality for patients with EHS.>’ The water
should be approximately 1.7°C (35°F} to 15°C (59°F) and
stirred continuouslty to maximize cooling. The patient
should be removed when core body temperature reaches
38.9°C (102°F) to prevent overcooling (Table 4).%°
Strength of recommendation: A

Although cooling rates may vary, the cooling rate for CWI
will be approximately 0.2°C/min (0.37°¥/min) or about 1°C
every 5 minutes (or 1°F every 3 minutes) when considering
the entire immersion period from posteollapse to 38.9°C
(102°F).2%57%8 Sirength of recommendation: B

If full-body CWI is not available, partial-body immersion
(ie, torso) with a small pool or tub and other modalities,
such as wet ice towels rotated and placed over the entire
body or cold-water dousing with or without fanning, may
be used but are not as effective as CWL¢? Swrength of
recommendation: B -

If a physician is onsite (as in a mass medical tent
situation) and can manage the EHS, then transportation to
2 medical facility may not be necessary if cooling
occurred immediately (ic, if the duration above 40°C
[104°F] was less than 30 minutes) and the patient is
asymptomatic 1 hour postcooling. If a physician is not
present but other medical staff (eg, AT, EMS, nurse) are
onsite, aggressive cooling should continue until the
patient’s temperature is 39°C (102.8°F). When medical
staff is onsite, all patients with EHS should be cooled first
and transported second. However, when medical staff is
not present and EIS is suspected, then the coaching
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Figure 2. Relationship between severity of hyperthermia and rat
survivabliity. Reprinted with permission. Casa DJ, Kenny JP,
Taylor NAS. Immersion treatment for exertional hyperthermia:
cold or temperate water? Med Sci Sports Exere. 2010;42(7):1246—
1252. Promotional and commercial use of the material in print,
digital, or mobile-device format is prohibited without the permis-
sion from publisher Wolters Kluwer Health. Please contact
Iwwjournalpermissions @wolterskluwer.com for further informa-
tion,

staff/supervisors should implement cooling until medical
assistance arrives. Strength of recommendation: B
Policies and procedures for cooling patients before
transport to the hospital must be explicitly stated in an
emergency action plan and shared with potential EM3
responders so that treatment of EHS by all medical
professionals is coordinated (Figure 3). Strength of
recommendation: B

42,

Return to Activity

43. In cases of EAMCs or heat syncope, the athletic trainer
should monitor the patient’s condition until signs and
symptoms are no longer present. Strength of recommen-
dation: C ‘

In patients with heat exhaustion, same-day return to
activity is not recommended and should be avoided. !5
Strength of recommendation: C

Many patients with EHS are cooled effectively and sent
home the same day®; they may be able to resume
modified activity within 1 month with a physician’s
clearance. However, when treatment is delayed (ie, not
provided within 30 minutes), patients may experience
residual complications for months or years after the event.
Strength of recommendation: C

Most guidelines suggest that a patient recovering from
EHS be asymptomatic with normal bloed-work results
(renal and hepatic panels, electrolytes, and muscle
enzyme levels) before a gradual retum to activity is
initiated.®* Unfortunately, few evidence-based strategies
have been developed to determine recovery of the

44,

45,

46.

Table 4. Guidelines for Imptementing Cold-Water Immersion for a
Patient With Exertional Heat Stroke

1. Initial response. Once exertional heat siroke is suspected, prepare
to cool the patient and contact emergency medical services.
Prepare for ice-water immersion. On the piaying field or in close
proximity, hatf-fill a stock tank or wading pool with water and ice
{make sure there is a sufficient water source).

a. The tub can be filled with ice and water befare the event begins
{or have the tub half-filled with water and keep 3 10 4 coolers of
ice next to the tub; this prevents having to keep the tub cold
throughout the day. )

b. lce should cover the surface of the water at alt times.

c. lf the athiete collapses near the athletic training room, a whirlpaol
tub or cold shower may be used.

. Determine vital signs. Immediately before immersing the patient,

abtain vital signs.

a. Assess core body temperature with a rectal thermistor.

b. Check airway, breathing, pulse, and blood pressure.

¢. Assess the level of central nervous system dysfuncion.

. Begin ice-water immersicn. Ptace the patient in the ice-water—
immersion tub, Medical siaff, teammates/coaches, and volunteers
may be needed o assist with entry to and exit from the tub.

. Total-body coverage. Cover as much of the body as possible with

ice water while cooling.

a. ¥ tull-body coverage is nat possible due lo the tub size, cover

the torso as much as possible.

b. To keep the patient's head and neck from going under water, an
assistant may hold him or her under the axillae with a towe! or
sheet wrapped across the chest and under the arms.

¢. Place an ice/wet towe! over the head and neck while body is
being cooled in the tub.

d. Use a waler temperature urder 15°C (60°F).

Vigorously circulate the water, During cooling, water should be

continuously circulaied or stired to enhance the water-to-skin

temperature gradient, which oplimizes cooling. Have an assistant
stir the water during cooling-

Continue medical assessment. Vital signs should be manitored at

regular intervals.

. Fluid administration. If a qualified medical professional is available,
an intravenous fluid line can be placed for hydration and support of
cardiovascular function.

. Caoling duration, Continue cooling until the patient's rectal
temperature lowers to 38.9°C {102°F).

a. If rectal temperature cannot be measured and cold-water
immersion is indicated, cool for 10~15 min and then transport to
a medical facility.

b. An approximate estimate of cooling via cold-water immersion Is
1°C for every 5 min and 1°C for every 3 min (if the water is
aggressively stirred). For exampte, someone in the tub for 15 min
would cool approximately 3°C or 5°C during that time.

10. Patient transfer, Remove the patient from the immersion ub only
after rectal temperature reaches 38.9°C (102°F) and then transfer
to the nearest medical facility via emergency medical services as
quickly as possible.

2.

u

thermoregulatory system,® so the medical professional
must use clinical cues such as ongeing signs and
symptoms, responses to a standard exercise heat-tolerance
test, responses to gradually increasing exercise demands,
and ability to acclimatize to the heat to make return-to-
play decisions. Strength of recommendation: C

In all cases of EHS, after the patient has completed a 7- to
21-day rest period, demonstrated normal blood-work
results, and obtained physician clearance, he or she may
begin a progression of physical activity, supervised by the
athletic trainer or other medical professional with
knowledge of EHS treatment and care, from low intensity

47.
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Athlete collapses during or
immediately after exercise

Assess responsiveness

and vital signs

-------- >

Rectal temperature >
40.5°C (105°F) & evidence
of central nervous system
dysfunction; begin

Begin emergency cardiac
care

Athlete has pulse
and is breathing

Brief history, recognition of

signs and symptoms, obtain

rectal temperature to rule

Athlete identified to have
differential diagnosis;

treatment for exertional
heat stroke

out other possible conditions

begin appropriate care

h

. Remove extra layers of clothing

& equipment.

1. Cool until rectal temperature
<38.9°C (102°F) and then

Rapidly cool in ice-water
immersion.
Monitor core body temperature.

Transport to haspital for follow-up
lab tests & care. Release with
exercise restrictions and
precautions regarding
rhabdomyolysis.

remove from cooling.
2. Monitor for temperature rebound
or hypothermic overshoot.

. v
Moniter for recovery. If mental status
does not improve or declines, assess

Figure 3. Algorithm for trealment of exertional heat stroke.

48.

to high intensity and increasing duration in a temperate
environment, with equipment added gradually where
indicated. Also, a graded progression of heat acclimati-
zation, while monitoring for signs and symptoms of EHI,
should be completed. The ability to progress depends
largely on the treatment provided, and in some rare cases,
full recovery may not be possible. Rectal temperature and
heart rate should be monitored during these activities, and
if the patient experiences any side effects or negative
symptoms with training, the progression should be
slowed, delayed, or stopped.®>%® Swrength of recommen-
dation: C

Although structured guidelines for return to play after
EHS in athietics are lacking, the US military has adopted
effective recommendations for the proper progression of
return to duty after an episode of EHS. The main
considerations are treating any associated sequelae and, if
possible, identifying the cause of EHS, so that future
episodes can be prevented.® %7 As evidence-based
medicine research has advanced, the role of exercise
heat-tolerance testing has gained favor as a common-
sense approach: a patient who has a poor test result should
not increase activity at that point, However, the

for hypoglycemia, hyponatremia, or
other cause & treat accordingly.

significance of a normal test result and its relationship
with clearance to return to play still need to be refined and
evaluated. In either circumstance, monitoring the physi-
ologic response to series of challenging exercise heat
exposures is a large step forward in our delivery of health

care to the EHS patient who is recovering and working. .. ... .

toward a return to physical activity as a laborer, soldier, or
athlete. This method has proved effective within the
Tsracli military®® and the US military and at the Korey
Stringer Institute, and it supports many of the consider-
ations put forth by the American College of Sports
Medicine and US military 5 Strength of recommen-
dation: C

BACKGROUND AND REVIEW OF THE LITERATURE

Thermoregulation

Thermoregulation is a complex interaction of the CNS,
the cardiovascular system, and the skin to maintain a core
body temperature of approximately 37°C (98.6°F).!7*47%71
The CNS temperature-regulation center, located in the
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hypothalamus, is where the core temperature setpoint is
determined. The hypothalamus receives information re-
garding core body temperature and skin temperature from
peripheral skin receptors and the circulating blood. This
interaction regulates core body lemperature via an open-
ended feedback loop similar to a home thermostat system.
Based on the peripheral feedback sent to the hypothalamus,
the body adjusts accordingly to initiate the appropriate
heat-transfer responses. If core temperature falls below the
normal setpoint, peripheral vasoconstriction and shivering
responses increase core body temperature, whereas if core
temperature rises above the normal setpoint, cutaneous
vasodilation and increased sweating occur to dissipate
heat, 7071

Core body temperature is determined by metabolic heat
production and the transfer of body heat to and from the
surrounding environment by the following heat-balance
equation’’;

S = M{% work) — ExR=C%K, (N

where S is the amount of stored heat, M is the metabolic
heat production, B is the evaporative heat loss, R is the heat
gained or lost by radiation, C is the heat lost or gained by
convection, and K is the heat lost or gained by conduction.
Basal metabolic heat production while fasting and at
absolute rest is approximately 60 to 70 kcal/h for an
average adult, with 50% of the heat being produced by
internal organs.® Metabolic heat produced by intense
gxercise may approach 1000 kcal/h, with more than 90% of
the heat resulting from metabolism in muscles.” Heat is
further gained or lost by 1 or more of the following
mechanisms.” _

Radiation; Heat is transferred to or from an object or
body via electromagnetic radiation (ie, sunlight) from
higher to lower energy surfaces.

Conduction: Heat is transferred from warmer to cooler
objects through direct physical contact (eg, ice packs).

Convection: Heat is transferred to or from the body fo
surrounding fluid or air (eg, moving air from a fan or
immersion in water).

Evaporation; Heat is transferred via the vaporization of
sweat. This is the most efficient means of heat transfer. The
evaporation of sweat from the skin depends on the water
saturation of the air (ie, humidity level) and the velocity of
the moving air (ie, wind speed).!”*%7%7* The effectiveness
of evaporation for heat loss from the body diminishes
rapidly when the humidity level is high.

Exercise-Associated Muscle Cramps

The most common EHI experienced by athletes is
EAMCs.™ They afflict adolescents,” adult athletes,”>"7*7>
soldiers, and industrial workers. They are secemingly
unpredictable, though affected athletes often report muscle
twinges before they experience full-blown, debilitating
muscle cramping. Probably because spinal inhibition is
weakest when a muscle contracts forcefully while short-
ened, EAMCs usually occur when muscles are in this
position.” Although they may occur in any muscle,
EAMCs related to muscle overload or fatigue tend to
affect exercising (or constantly loaded) muscles, especially
those that cross 2 joints in the lower exfremitics (eg,
gastrocnemius, hamstrings).” Patients experiencing EAMCs

typically display a transient inability to continue normal
acti;fgty and may have muscle soreness for days posteramp-
ing.

Their cause is controversial,*!® but a growing bedy of
experimental, "7 quasiexperimental,>*°!"* and case®
studies suggest that EAMCs are not the result of
dehydration or electrolyte losses. Although athletes prone
to EAMCs may have substantial fluid (2 to 3.4 L/h) and
sodium (up to 5 g or far more in a single session) losses,™!!
the volume of fluid ingested,!' postexercise body
weights, 75! and gross sweat losses!! are often comparable
with those of noncramping athletes. These findings
underscore that such measures {or blood sodium concen-
tration) do not necessarily indicate a whole-body sodium
deficit. Potential risk factors for EAMCs consistent across
several prospective cohort studies™ >4 include a history
of EAMCs; faster competition performance times; and prior
muscle, tendon, or ligament injury. In confrast, stretching
history, muscle flexibility, training frequency or volume,
height, age, body mass index, weight, and sex tend not to be
adequate predictors of EAMC occurrence.”!7580

The most effective treatment for acute EAMCs is static
stretching of the affected muscle until the cramp sub-
sides.™ 1 Stretching reduces the activity of cramping
nmuscles® and may relieve cramps by increasing the
inhibition produced by the Golgi tendon organs®’® or the
physical separation of contractile proteins (or both).** The
effectiveness of chronic or acute static stretching as
prophylaxis against future EAMC episodes is unknown.
Those patients with EAMCs related to a whole-body
sodium deficit must be promptly treated with a high-salt
solution, either orally or intravenously. However, it is
important to note that this treatment will not result in
immediate relief of muscle cramping because of the time
necessary to properly absorb sodium, ’

No well-designed, controlled cohort or experimental
studies have compared the effectivencss of BAMC
prophylactics, yet some case studies suggest that fluid and
electrolyte monitoring and replacement” or neuromuscular
reeducation® may effectively reduce EAMC recurrence.

Hyperthermia and EHS

Signs and symptoms of hypetthermia include dizziness,
confusion, behaviora! changes, coordination difficulties,
decreased cognitive function, reduced physical perfor-
mance, and collapse.!55269.7L728L82 The residual effects
of elevated core body temperature depend on the duration,
not necessarily the degree, of the hyperthermia %°7:6%%
Moderate exercise-induced hyperthermia is normal and
even protective in that it triggers the body’s thermoregu-
latory system, However, with BHS (core body temperature
greater than 40.5°C [105°F]), long-term neurologic deficits
are possible if the condition is not quickly recognized and
treated. When EHS is immediately treated via rapid whole-
body cooling and core body temperature is normalized
within 30 minutes of collapse, a 100% survival rate with
limited or no sequelae has been reported. %

The fastest way to decrease core body temperature is full-
bedy CWI in a pool or tub (with a water temperature
between 1°C [35°F] and 15°C [(59°F]).”"¢"® Timely (less
than 30 minutes from the time of collapse) CWI therapy
was assaciated with a 0% fatality rate in more than 2000
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Table 5. Example of Wet-Bulb Globe Temperature (WBGT) Guidelines”
WBGT Reading

Under 82.0°F (27.8°C)
82,0-86.9°F (27.8°C-30.5°C)

Activity Guidelines and Rest-Break Guidelines

Normal activities: provide >3 separate rest breaks/h of minimum duration 3 min each during workout.

Use discretion for intense or prolonged exercise. Watch at-risk players carefully. Provide >3 separate rest
breaks/h of minimum duration 4 min each.

Maximum practice time = 2 h. For football: players restricted to helmet, shoulder pads, and shorts during
practice. All protective equipment must be removed for conditioning activities. For alt spons: provide >4
separate rest breakssh of minimum duration 4 min each.

Maximum length of practice = 1 h. No protective equipment may be wom during practice and there may be
no conditioning activities, There must be 20 min of rest breaks provided during the hour of practice.

No outdoor warkouts, cancel exercise, delay practices until a cooler WBGT reading oceours.

87.0°F-89.9°F (30.5°C—-32.2°C)

90.0-92.0°F {32.2°C-33.3°C)

Over 92.1°F (33.4°C)

Guidelines for hydration and rest breaks
1. Rest time should invoive bath unlimited hydration intake (water or electrolyte drinks} and rest without any activity involved.
2. For football, helmets should be removed during rest time.
3. The site of the rest time should be a “cooling zone” and not in direct sunlight.
4. When the WBGT reading is greater than 86°F (30°C):
a. lce towels and spray bottles filled with ice water should be available at the “cooling zone” to aid the cooling process.
b. Cold-immersion iubs must be available for practices for the benefit of any player showing early signs of heat lliness.
Definitions
1. Practice: The period of fime that a participant engages in & coach-supervised, school-approved sport or conditioning-retated activity.
Practices are timed from the fime the players report to the field until they leave the fiaid.
2. Walk-through: This period of time shalk last no more than 1 h, is not considered o be a pait of the practice-time regulation, and may not
involve conditioning or weight-room activities. Players may not wear protective equipment.
= Example originaies from Georgia High School Athletics Association wet-bulb globe temperature guidelines and is only applicable to those
who practice, condition, train, or compete under similar environmental conditions. Guidelines should be region specific and based on the
following criteria: {1) environmental conditions, {2) intensity of activity, (3) heat-acclimatization status, (4} equipment and clothing, (5}

fitness of individual, and (6) age of participants.

EHS patients in athletics and military setfings. Other forms
of cooling (eg, cold-water dousing with fans, ice-water
towels) may be used if CWI is not available, but these
methods decrease core body temperature at a slower rate
than does CWL.81.626

Environmental Risk Factors

Enviropmental Conditions. Hot and humid environ-
mental conditions can more readily predispose an
individual to EHS.* When the environmental temperature
is higher than the body’s skin temperature, individuals
absorb heat from the environment, and their heat loss
depends entirely on evaporation.!”?%7%7* Yet when
humidity is also high, evaporative heat loss is severely
diminished, which can lead to a rapid rise in core body
temperature and an extreme risk for EHS (Table 5).

The environmental factors that influence the risk of heat
illness include the ambient temperature, relative humidity
(2@mount of water vapor in the air), air motion (wind speed),
and amount of radiant heat from the sun. The relative risk
of heat iliness can be calculated using the WBGT equation:

WBGT = (wet-bulb temperature X 0.7)
+ {black-globe temperature X 0.2)

-+ (dry-bulb temperature X 0.1}. (2)

This equation is used to estimate the risk associated with
exercise based on environmental conditions and can be
usefu] for setting local policies regarding environmental
heat. The WBGT index has long been used in athletics and
by the US military. Using the WBGT index to modify
activity in high-risk settings has greatly diminished the
occurrence of BHS cases in US Marine Corps recruits.
However, due to geographical differences among athletic

* Refersnces 17, 22, 23, 30, 33, 71, 72, 83, 85

teams and schools across the United States, the WBGT
index may not be the most appropriate tool in determining a
universal policy for activity modifications and cancella-
tions.® Therefore, caution is necessary when setting
protocols based solely on climate due to differences among
the various regions of the country. It should be noted that an
BHI could occur in seemingly “normal” environmental
conditions and, therefore, all appropriate precautions
should be taken, especially in the first week of practice
(Table 6).

Barriers to Evaporative Heat Loss. Athletic equipment
and rubber or plastic suits used for weight loss do not allow
water vapor to pass from the skin to the environment and,
as a result, inhibit evaporative, convective, and radiant heat
loss. 27428687 Participants who wear equipment that does
not allow for heat dissipation are at an increased risk for
heat illness. Wearing a helmet is also a risk factor because a

significant amount of heat is dissipated through the head. . .

Individuals are most susceptible to EHI during the first
week of preseason practices.?*## Thug, it is important to
include a phase-in of equipment as part of the heat-
acclimatization period.

Wet-Bulb Globe Temperature the Previous Day and
Night. When individuals compete in high WBGT
conditions, the risk of EHI increases the following day.”!
This factor appears to be one of the best predictors of EHI
and should be considered when planning successive
practice sessions. Additionally, individuals who sleep in
warm or non—air-conditioned quarters are also at greater
risk due to the cumulative effects of heat exposure.

Excessive Clothing or Equipment. Excessive clothing
or equipment decreases the body’s ability to thermoregulate
and may cause greater absorption of radiant heat from the
environment,
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Table 6. Risk Factors for Exertional Heat Stroke®*?

Extrinsic Risk Factors

Intrinsic Risk Facicrs

High amblent temperature, solar radiation, and high humidity

Alhletic gear or uniforms

Peer or organizational pressure

Inappropriate work-to-rest ratics based on intensity, wet-bulb globe
temnperature, clothing, equiprent, fitness, and athlete's medical
condition

Predisposing medicat conditions

Lack of education and awareness of heat iilnesses among coaches,
athletes, and medical staff

No emergency plan to identify and treat exertional heat illnesses

Mirimat access o fluids before and during practice and rest breaks

Delay in recognition of early waming signs

High intensity of exercise and/or poor physical conditioning

Sleep loss

Dehydration or inadequate water intake

Use of diuretics or certain medications {ie, antihistamines, diuretics,
antihypertensives, atention-deficit hyperactive disorder drugs)

Overzezalousness or reluctance to report problems, fssues, or llinesses
inadequate heat acclimatization

High muscle mass-to-body fat ratio
Presence of a fever
Skin disorder

Nonenvironmental Risk Factors

Heat Acclimatization. Heat acclimatization is a
physiologic response to repeated heat exposure during
exercise over the course of 10 to 14 days.?***** This
response enables the body to cope more effectively with
thermal stressors and consists of increases in stroke volume
and sweat rate and decreases in heart rate, core body
temperature, skin temperature, and sweat salt fosses. 79394
Athletes should be allowed to acclimatize to the heat
sufficiently before stressful conditions such as full
equipment, multiple practices within a day, or
performance trials are implemented.!¢*2%75% Individual
differences affect the onset and decay of heat
acclimatization, 2% The rate of acclimatization is related
to acrobic conditioning and fitness; in general, a better
conditioned athlete will acclimatize to the heat more
quickly.

Exercise Intensity. The rate of metabolic heat production
is clearly a function of the intensity of physical exertion.
The relative intensity of exercise, which is based in part on
individual physical fitness, has the greatest influence on the
rate of increase in core body temperature.’® From a
physiologic standpoint, high-intensity exercise results in a
substantial amount of metabolic heat production, which then
produces a rapid rise in core body temperature >>®7 This
rapid rise in temperature often exceeds the ability of the
body to dissipate heat, ultimately overwhelming the
thermoregulatory system. From a behavioral standpoint,
individuals will often use an anticipatory defense
mechanism and behavioral modifications (eg, slowing
their pace) to protect themselves against dangerous levels
of hyperthermia,®*® However, during competition, the will
to win or to accomplish a personal best may trump this
internal cue. In addition, external pressure from coaches or
teammates may force athletes to ignore this protective
instinct >+

Overzealousness. Overzealous athletes are at higher risk
for EHI because they tend to override the normal behavioral
adaptations to heat and ignore early warning signs of
EHI.42’88

Poor Physical Condition. Unfrained individuals are
more susceptible to EHI than trained individuals because,
as aerobic power (Voymax) improves, the ability to
withstand heat stress generally also improves.*>*'S
High-intensity exercise can readily produce 1000 keal/h
and elevate the core temperature of at-risk athletes (those
who are unfit, overweight, or unacclimatized) to a
dangerous level in less than 30 minutes.**

Increased Body Mass Index. Obese people are at
increased risk for EHI because they are less efficient in
dissipating heat and produce more metabolic heat during
exercise. Conversely, those who are muscle bound produce
increased metabolic heat and have a lower ratio of surface
area to mass, contributing to a decreased ability to dissipate
heﬂt.42'100

Dehydration. Excess sweat loss, inadequate fluid intake,
vomiting, diarrhea, certain medications, and alcohol can
lead to a measureable fiuid deficit. Proper hydration can
help to reduce exercise heart rate,!>*401-1%3 fatigue,'>1%4
and core body temperature,!*>'% while improving
performance!®%7 and cognitive functioning 3110811
Dehydration of as little as 2% of body weight can
negatively affect performance and thermoregulation.’>**
Caution should be taken to ensure that athletes arrive at
practice euhydrated (ie, having reestablished their weight
since the last practice) and replace body water that is lost
during practice. Measuring body-weight change before,
during, and after a practice or an event and across
successive days is the preferred method for monitoring
dehydration in the field. Using a clinical refractometer is
another effective method of estimating hydration status:
specific gravity should be no more than 1.020 at the start of
the activity.'®31324? Hydration status can also be identified
by monitoring the first-void mormning urine color via a urine
color chart (urine color should be no more than 4).%*

Water loss that is not sufficiently regained by the next
practice increases the risk for EHL''#"3122 Cumulative
dehydration develops insidiously over several days and is
typically observed during the first few days of preseason
practices''2-and in tournament competition. Cumulative
dehydration can be detected by monitoring daily preprac-
tice and postpractice body weights and moming urine color,
During intense exercise in the heat, sweat rates can be as
high as 2 L/h; if the fluid is not replaced, large deficits will
result.?’ Therefore, the rebydration rate may have to be
increased during exercise periods of this nature in order to
minimize fluid deficits.

Iliness. Individuals who are currently or were recently ill
may be at increased risk for EHI because of fever,
dehydration, or medications (eg, decongestants or
antidiarrheal agents).?*

History of Exertional Heat Illness. Athletes with a
history of heat illness are often at greater risk for recurrent
heat illness during stremuous physical activity due to the
potential for widespread debilitation involving the
thermoregulatory, central nervous, cardiovascular,
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musculoskeletal, renal, and hepatic systems.203%4265°63

However, these long-term effects are markedly reduced if
proper treatment is initiated within 10 minutes of
collapse.’” Identifying the cause of the heat illness and
making appropriate decisions to comrect the cause will
decrease the risk of subsequent heat illnesses.®® Therefore,
the clinician’s thorough understanding of the common
causes and predisposing factors of EHI is extremely
important. Addressing these common causes and
implementing proper strategies to mitigate their harmful
effects may be the most important approach in avoiding
EHIs.

Medications and Drugs. Individuals who take certain
medications or drugs, particularly those with a dehydrating
effect or those that increase metabolic rate, are at increased
sk for EHL 1316 Medications that have been suggested to
have an adverse effect on thermoregulation include
stimulants, antihistamines, anticholinergics, and
antipsychotics.''® Approximately one-third of high school
football players reportedly used dietary supplements, most
for the purpose of increasing muscle mass.'> Although
such substances do not preclude participation, clinicians
should recognize that these athletes are at higher risk and
ensure adherence to acclimatization and hydration
strategies and observe and intervene to protect if the
athlete appears to be struggling,

Electrolyte Imbalance. Electrolyte imbalances can
occur even in trained, acclimatized individuals who
engage in regular physical activity and eat a normal diet.
Most sodium and chloride losses occur through the urine,
but people with high sweat rates (eg, >2 L/h) and sodium
concentrations and those who are not heat acclimatized can
lose significant amounts of sodium during physical activity.
It is important to emphasize that athletes” meals should
replace electrolyte losses and thereby allow them to avoid
sali-depletion dehydration. Electrolyte imbalances also
commonly arise with the use of diuretics.!!'?

Hospitalization and Recovery

After an episode of EHS, the patient may experience
impaired thermoregulation, persistent CNS dysfunction,
hepatic insufficiency, and renal insufficiency.®-*"1* For
persons with EHS and associated multisystem tissue
damage, the rate of recovery is highly individualized,

ranging up to more than 1 year.5>11*"'?! However, evidence .

indicates that the degree of morbidity is negatively
associated with proper recognition and treatment.” If
EHS is quickly recognized and immediately treated,
morbidity and mortality are significantly decreased.

A patient who expetiences EHS may have compromised
heat tolerance and heat acclimatization even after physician
clearance. Additional heat stress may reduce the patient’s
ability to train and compete due to impaired cardiovascular
and thermoregulatory responses.®® After recovery from
BIIS, an athlete’s physical activity should be restricted and
the gradual retumn to sport individualized by a physician.
The patient should be monitored daily by the clinician
during exercise. During the return to exercise, the patient
may experience some detraining and deconditioning not
directly related to the EHS. He or she should be evaluated
over time to determine if there has been complete recovery
of exercise and heat tolerance.

Certified athletic trainers and other allied health care
providers must be able to differentiate EAMCs, heat
syncope, heat exhaustion, exertional heat injury, and EHS
in order to treat these conditions appropriately in athietes.
This position statement outlines the NATA’s current
recommendations to reduce the incidence, improve the
recognition, and optimize the treatment of these heat
illnesses in athletes. BEducation and increased awareness
will help to reduce both the frequency and severity of heat
illnesses in athletes.
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DISCLAIMER

The NATA and NATA Foundation publish position
statements as a service to promote the awareness of certain
issues to members. The information confained in the
position statement is neither exhaustive nor exclusive to
all circumstances or individuals. Variables such as
institutional human resource guidelines, state or federal
statutes, rules, or regulations, as well as regional environ-
mental conditions, may impact the relevance and imple-
mentation of these recommendations. The NATA and
NATA Foundation advise members and others to carefully
and independently consider each of the recommendations
(including the applicability of same to any particular
circumstance or individual). The position statement should
not be relied upon as an independent basis for care but
rather as a resource available to NATA members or others.
Moreover, no opinion is expressed herein regarding the
quality of care that adheres to or differs from the NATA
and NATA Foundation position statements. The NATA and
NATA Foundation reserve the right to rescind or modify its
position statements at any time.
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S.

6.

ervi

If the athiete's symptoms persist or worsen or the leve? of consciousness deterisrates after a concussion, the patient should be immediately referred to a physician
tralaed in concussion management. Evidence Categeory: 8

Dral and written instructions for home care should be given te the athlete and to a responsibie adult. fvidence Categery: C

Returning an athlete to participation after a head Injury should follow 2 graduated progression that egins once the athiete Is completgly asympteomatic, Evidence
Category: C

The athlete should be monitored periodically throughaut and after these sessions to determine whether any symptoms develop or increase in intensity. Evidence
Category: C

i Spine Inju

Prevention

1

2.

a.

4,

Athletic tralners should be famillar with sport-specific calises af catastrophic cervica! splne injury and understand the physleloglc responses In spinaf cord injury.
Evidence Category: C

Coaches and athletes should be educated about the mechanisms of cetastrophic spine Injurles and pertinent safety rules enacted for the prevention of cervica# spine
Injurles. Evidence Category: C -

Carrosion-resistant hardware shouid be used in helmets, helmets should be regularly malntained throughout a season, and helmets shauld undergo regular
recondléening and recertificatien (Swartz et al., 2007). Evidence Category! 8

Emargency department personnei shouk! become famiilar with proper athletic equipment removal, seeking educatien from sparts medicine professlonals regarding
appropriate methads to minimize motien. Evidence Category: C

Recognitlon

5.

During initial assessment, the prasence of any af the follewling, alore of in combination, requires the Initatlon of the spine Injury management protoced: unceonsclausnass
ar altered tevel of consclousness, bilateral neurofogic findings or complaints, slgnificant midilne spine paln with or without palpation, or obvious spinal column deformity
(Crosby, 2002; Sanchez I, Sugalskl, & LaPrade, 2005; Domeier, Frederiksen, & Welch, 2005; Domler et 2l,, 2002; Haily et al,, 2002; Iida et al,, 1999). Evidence
Category: A

Treatment and Management

6.

7.
8,
9.

10,

11,

12,

The cervical spine should be In neutrai position, and manuai cervical spine stabilizatlon should Be applied nmediately {Cresby, 2006; Lenrarson et al,, 2001). Evidence
Category: 8

Traction must not be applled to the cervical spine (Turner, 1989; Blvins et al., 1988). Evidance Categery! B
Immediale attempts shedld be made to expase the alrway. Evidence Category: C

Tf rescue breathing becomes necessary, the persan with the most training and experience should establish an airway and begin rescue breathing using the safest
technlque (Aprahamian et al., 1984; Gabbolt & Baskett, 1997). Evidence Categoty! B

If the spine 15 not in a neutral position, rescuers should realign the cervicai spine (Cantu, 1988; De Lorenzo et al., 1396). However, the presenca or develapment of any
of the fellowing, alone or In comblination, 1s a contraindication to reallgnment (Gabbott & Baskelt, 1997; De Lorenzo, 1996): pain causad or Increased by movement,
negrofeglc symptoms, muscle spasm, alrway compromise, physical difflculty reposiffoning the spine, encounterad resistance, or apprehension expressed by the patient.
Eviderice Catagory: B .

Manuai stabltizatlon of the head should be converted to Immabllization using external devices such as foam head blocks {De Larenzo et al., 1996; Chandler et al., 1992).
Whenever possible, manual stablifzation (Gerling et &1, 20090} Is resumed after the application of external devices. Evidence Category: B

Athletes should be Immabilized with a Jong spire board or other full-bedy immehilization device. {Johnson, Hauswald, & Stockhoff, 1996; Luscembe & Williams, 2003),
Evidarice Category: B -

Equipment-Ladan Athictes

13.

14,

15,

16.

The primary acute treatment goals In equipment-laden athletes are ta ensure that the cervical spine is immobllized in neutral positien and vitzl Iife funcifons are
accessible, Removal of heimat and shoulder pads in any equipment-intensive sport sheuld be deferred (Donaldson et al., 1998; Prinsen, Syrotulk, & Reld, 1595; Metz,
Kuhn, & Greenfield, 1998; Tiernay et al,, 2002) uatil the athlete has been transported to an emargancy medical facility except In 3 circumstances (Sherboady et al, 2006):
the helmet Is not properly fitted to prevent mavement of the head Independent of the heimet, the equipment prevents neutral afignment of the cervical spine, or the
equipment prevents airway or chest access {Donaldson et al., 1998; Prinsen, Syrowik, & Reid, 1935; Mihaiik et al,, 2008). Evidence Category! C

Full face-mask removal using established tools and techniques (Copefand ef al., 2007; Gale, Decoster, & Swartz, 2008; Toler &t al,, 2010} is executad once the decisfon
has been made to Immobliize and transport. Evidence Category: C

If possible, a team physician or AT should accempany the athlate to the hospltal. Evidence Category: C

Remalning protective equipment sheuld be rermoved by agpropriately tralned professionals in tha amergency department. Evidance Category: C

Dlabetes Meltitgs

Praventian

1.

2,

3.

Each athlete with diabetes should have a dlabetes care pfan that inciudes blood glucese monitering and Insufin guldelines, treatment guldeilines for hypoglycemla and
hypargiycemia, and emergency contact Information. Evidence Catagory: C

Praventlon strategtes for hypoglycemia include blood glucose monitoring, carbohydrate supplementation, and Insulln adjustments. Evidence Category: 8

Prevention strategles for hypergiycemia are described by the American Diabetes Assoclation: {ADA) and Include Biood glucose manltoring, insulin adjustments, and urine
testing far ketone bodles {Zinman et al., 2004). Evidence Category:

Racegnition

4,

5.

6,

Hypogiycermia typleally presents with tachyeardia, sweating, palpitations, hunger, nervousness, headache, trembling, or dlzziness; In severe cases, loss of consciousness
and death can occur. Evidence Category: C

Hyperglycemia can preseat with or without ketesis. Typical signs and symptoms of hyperglycemia without ketosls include navsea, dehydration, reduced cognitive
perfermance, feellngs of sluggishness, and fatlgue, Evidence Category: €

Hyperglycemla with Ketoacidosis may include the slgns and symptoms listed earlier as well as Kussmaul breathlng {abnormally deap, very rapid sighing respiratdons
characteristic of diabetic ketoacldosis), fruity odor to the breath, unusual fatigus, sleepiness, ioss of appetite, increased thirst, and frequent urination. Evidence Category:
C

Treatment and Management

7.

8.

9.

Mild hypoglycemla {i.e., the athlete Is consclous and able to swalow and fellow direchions) Is treated by administering approximateiy 10-15 g of carbehydrates (e.g., 4-8
glucese teblets or 2 tablespoons of heney) and reassessing bloed glucgse levals immediately and 15 minutes later. Evidance Category: C

Severe hypaglycemia (Le., the athiete is unconsciges or unable to swallew or follow directions) Is a medical emergency, fequiring activation of EMS and, If the health
care previder is properly tralned, adminlstering glucagen. Evidence Category! €

Athlatic tralners shouki follow the ADA guldeiines for athletes exercising during hyperglycemic periods. Evidence Categery: C




1¢. Physiclans shouid determine a safe bloed glucose range o raturn an athlete to play after an episode of mild hypeglycemia ar hyperglycemia. Evidence Category: C

Treatment Guidalines for Mild and Severe Hypoglycemia {Micheli et al., 1988; Hargreaves et al., 1996}

Mild Hypoglycemia Savere Hypoglycemla
1, Give 10-15 g of fast-acting carbohydrate, e.g., 4-8 giucose tablets, 2 Thsp honey.j 1.  Activate EMS.
2, Measlte blood glucose level 2. Prepare giucagon for injection, fellowing directions in

. glucagon kit.
3. Wait 15 min and remeasure bleod giucose level.
3. 0O i i jous and able ©
4. If blood glucose level remains low, administer another 10-15 g of fast-acting foor;ce athiate is conscitls o swallow, provide
carbehydrate. .

5. Recheck blood glucose level in 15 min.

6. If blood glucose jevel does rot retum to nonval after second dose of carbohydrate,
activate EMS.

7. Once blood glucose ievel normalizes, provide a snack (e.g., sandwich, bagel).

Exertipnal Heat Stroke

Prevention
1. 1n conjunction with preseassn scraening, athietes should be questioned abeut risk factors for heat lliness or a history of hieat ¥lness, Evidence Category: [
2, Special copsiderations and meodifications are needed for those wearing protective equipment during periods of high envirenmental stress, Evidence Categosy: B
3. Athietes should be acclimatized to the heat graduaily ever a perlod of 7 to 14 days. Evidence Category: B

4. Athletas should maintain a consistent level of euhydration and replace fulds lost through sweat during games and gractices. Athletes should have free access to readlly
available flulds at ail tmes, not only during deslgnated breaks. Evidence Category: 8

5, The sports medicine staff must aducate relevant personnel (e.g., coaches, administrators, security guards, EMS staff, athletes) about preveating exertional heat stroke
{EHS) and the policles ang procedures that are to be followed In the evert of an Incldent. Signs and symptoms of a medical emergency should also be reviewed. Evidence

Category: C
Recognition

& The 2 main criterla for diagnosis of EHS are (1) core body temperature of greater than 104° to 105°F (40.0° to 48,5°C) taken vla a rectal thermometer sean after
coliapse and {2) central nervous system {CNS) dysfunction (Including disorientation, confusion, dizziness, vamiting, diarrhea, ioss af balance, staggering, Irritability,
Irrational or unusual hehavior, apathy, aggressiveness, hysteria, dellrium, collapse, joss of consclousness, and coma), Evidence Category: 8

7. Rectal temperature and gastrolntestinal temperature (if avallable) are the only methods prover valid for accurate temperature measurement In a patient with EHS.
Inferlor temperature assessment devices should not be relied on in the absence of a valld device. Evidence Category: B
Treatmant

8. Core hody temperature must be reduced to fess than 102°F (38.,9°C) as soon as possivle to ImIt morbidity and mortality. Cold-water immersion is tha fastest caeling
modality. If that Is not available, cold-water dousing or wet ice towel rotation may be used to assist with coollng, but these methods have not been shawn to be as
effective as coki-water Immersien, Athletas should be cooled first and then transported to a hospital unlass cooling and proper medical care are unavallable onsite.
Evidence Category: 8

9, Current suggestions Include a period of no activity, an asymptomatic state, and normal biood enzyme levels befare the athlete begins a graduai rehirn-to-activity
progression under direct medical supervision, This progression should start at low intensity in a ceol environment and slewly advance to high-Intensity exercise Ina warm
enviranment. Evidence Categary: C

Exartional H tremia

Pravention

1. Each physically actlve person should establish an Individualized hydration protocol based on personal sweat rate, sport dynamics {e.g., rest breaks, fluld access),
envlrenmental factars, acclimakization state, exercise duratlon, exercise Intensity, and Individual preferences. Evidence Category: B

2. Athletes should consume adequate dietary sodium at meals when physical activity occurs in hot environments, Evidence Categary: 8
3. Postexercisa rehydration should alm to correct fluld loss accumulated ducing activity . Evidence Categery: B

4, Body weight changes, urine cofor, and thirst offer cues ta the need for rehydration. Evidence Category: A

5. Most cases of exertionai hyponatremia (EH) ocour in endurance athfetes who ingest an excessive amount of hypotanic fulg, Athletes should be educated about proper
fAuld and sodium replacement during exercise. Evidence Calegory: €

Recegnition

6. Athletic trainers should recognize EH signs and symptoms during or after exercise, Including overdrinking; nausea, vamiting,- dizziness, muscular twitching, peripheral
tingling or swelllng, headache, disorientation, altered mantal status, physical exhaustion, pulmanary edema, selzures, and cerebral edema, Evidence Category: B

7. In severe cases, EH encaphalopathy can goour and the athlete may present with confuslor, altered CNS function, selzures, and & decreased level of cansclousness.
Evidence Category: 8

8. The AT should Include EN in differential dlagneses untll confirmed otherwise, Evidance Categary: C

Treatment and Managament

9, If an athlete's mental status deterlorates or If he or she Initally gresents with severe symptems of EH, intravenous (IV) hypertonlc saline (3% to 5%) Is Iadlcated.
Evidence Category: B

10. Athlates with mitd symptoms, normal total body water volume, and a mildly altered blood sodlum levet (130 ta 135 mEq/L; normat Is 135 %o 145 mEg/L) should resfrict
fiulds and consume salty foods or a small veiume of oral hypertonic solution (e.g., 3 to 5 boulllan cubes dissoived in 248 mi of hot water). Evidense Category: C

11, The athlate with severe EH should ae transported to aq advanced medical facility during or after treatment. Evidence Category: 8
12, Return to activity should be guided by a pfan to avaid future EH episodes, specifically an individualized hydration plan, as described earlier. Evidence Category: C
Exe nat Sickiing

Pravantion

1. The AT should educate coaches, athletes, and, as warranted, parents abaut complications of exertion in the athlete with sickle call trait (SCT). Evidence Category: C

2. Targeted education and tallored pregautions may provide a margin of safety for the athlete with SCT. Evidence Category: C




3.

Athletes with known SCT should be alfowed longer periods of rest and recovery between congitiening repetitions, be excuded from participation In performance tests
stzch as mile runs and sertal sprints, adjust werk-rest cycles in the presence of ervironmental heat stress, emphasize hydration, contrel asthma (If present), rot work cut
If feellng M, and have supplemental oxygen available for training or competition when new to a high-altitude environment, Evidence Category: B

Recognltion

4.

5.

Screening for SCT, By self-report, s a standard component of the preparticipation physical evajuation (PPE} monograph, Testing for SCT, when Included In the PPE or
conducted previously, cenfirms SCT status. Evidence Category: A

The AT should know the signs and symptoms of exartional sickling, which inslude muscie cramping, pair, swelling, weakness, and tenderness; inabiiity to catch ane's
breath; and fatlgue, and be able to differentlate exertionat sickling from other causes of callapse. Evidence Category: C

6, The AT should understand the usual settings for and patterns of exertional sickling. Evidence Category! C
Treatntent
7. Signs and symptoms of exertional sickiing warrant Immediate withdrawal frem activity, Evidence Category: C
8, High-flow oxygen at 15 L/min with a noarebreather face mask should be administered. Evidence Category: C
9, The AT shoutd monltor vital signs and activate the EAP If vital signs decline. Evidence Category: C
10. Sickling collapse shoutd be treated as a medical emergency, Evidence Category: C
11, The AT has a duly to make sure the athlete’s treating physlicians are aware of the presence of SCT and prepared to treat the metabotic complications of explosive

rhabdomyolysis. Evidence Category: §

ad-down n thall
Pravention
1. Axial loading Is the primary mechanlsm for catastraphic cervical spine injury. Head-down contact, defined as initlating contact with the top or crown of the hefmet, is the

2.

anly techalque that rasults In axfai loading. Evidence Category: A

Spearitg T the Intentional use of a head-down contact technigtie, Unintentional head-down contact is the inadvertent dropping of the head just befere contact, Both
head-down techniques are dangerous and may result In axial loading of the cervicai spine and catastrophlc infury. Evidence Category: A

Football helmets and other standard football equipment do not cause or prevent axizi-loading Injuries of the cervical spine. Evidence Category:! A

Injurias that occur as a result of head-down contact are technique ratated and are preventable to the extent that head-down contact s preventable. Evidence Category:
[=

#aking contact with the shoulder or chest while keeping the head up greatly reduces the risk of serfous head and reck injury. With the head up, the player can see when
and how Impact is about to occur and can prepare the neck musculature. Even I head-first contact is Inadvertent, the force is absorbed by the neck musculature, the
intervertebral discs, and the cervical facet joints, This is the safest contact technlque. Evidence Category: £

The game can he played as aggressively with the head up and with shoulder contact but with much fess risk of serlous Injury. However, the technique must be learnad,
and to be learned, It must be practiced extensively. Athletes whe continus to drop their heads just before contact nzed additional cosching and practice Hme. Evidence
Category: €

Initizting contact with the face mask Is a rule violation and must not be taught, If the athlete uses poor technlque by lowering his head, he places himself in the head
down posltion and at risk of serlous Injury. Evidence Categary: C

The athiete should know, understand, and appreciate the risk of head-down cantact, regardless of Intent. Formal team education sesslons {conducted by the AT, team
physician, or both with the support of the coaching staff) should be neld at least twice per season. One sesslon should be conducted before contact beglins and the othar at
the midpolnt of the seasgn. Recommended taplcs are mechanlsms of head and neck injuries, related rules and penalties, the Incidence of catastrophic infury, the severity
of and prognesis for these Injurles, and the safest contact positions. The use of videos such as Heads Up: Reducing the Risk of Head and Neck Injurles In Footbal!
(National Atnletic Trainers' Assoclatlon, 2006} and Tackle Progression (1J5A Football, 2011) should be mandatory. Parents of high schoal athletes shouid be given the
opportunity to vlew these videos. Evidence Category: ©

Racogrition

9.

10,

Atternpts to determine a player's Intent regarding Intentional or unintentional head-down contact are subjactive, Therefore, coaching, officiating, and playing techniques
must focus on decreasing all head-dovin contact, regardiess of Intent. Evidence Category: C

Officlals shaulkd enforce existing helmet contact rules to further reduce the Incidence of head-down contact. A clear discrepancy has existed between the Incldence of
head-down or head-first contact and the {eve? of enforcement of the helmet contact penaldes. Stricter officlating would bring more awareness to coaches and players
about the effects of head-down contact. Evidence Category: B

Lightning Safety

Fravention

I

The mast effective means of preventing ghtning Injury Is to reduce the risk of castialides by remalning Indoors during lightning activity. When thunder Is heard or
lightning seen, people should vacate to a previously identifiad safe location (Nationat Lightning Safety Institute, 1998; Holle, 2009; Bennett, Holte, & Lopez, 2010},
Evidence Category! A '

Establish an FAP or policy specific te llghtning safety {Beonett, Holle, & topez, 2010; Waish et al., 2000). Evidence Category: C

No place outdeors 1s completely safe from Highining, so alternative safe structures must be 'dentified, Sites that are cailed "shelters” typicaily tave at least ane open side
and therefore de not provide sufficient protection from Tightning injury. These slies Include dugouts; plenic, golf, or rain shelters; tents; and storage sheds {Hobe, 2009;
Rakov, 2000; Roeder & Vavrek, 2011). Safe places to be while lightnlng occurs are structures with 4 substantial walls, a sofld roof, plumblng, and alectrlc wiring—
structures in which peaple live or work {Holle, 2009; Roeder & Vavrek, 2011). Evidence Category: 8

Buses or cars that are fully enclosed and have windows that are completely rolied up and metal roofs ¢an also be safe places during a lightring storm (Halle, 2088).
Evidence Category: B

People should remain entirely Inside a safe bullding or vehicl until at least 30 minutes have passed since the fast Hightring strike or the fast sound ef thunder
(Cherington, 2001; Lengyel et al., 2805), Evidence Category: A

Peaple Injured by lightning strikes while indoors were touching electric devices or using a landline telepkone ar piumbing {e.g., showering). Garages with open doors and
raems with open windows do not protect from the effects of lightalng strikes (National Ughtning Safety Institute, 2011; Bennett, Holle, & Lopey, 2010; Holle et ai., 1995;
Oucios & Sanderson, 1990; Uman, 1686). Evidence Categary: B

Treatment and MHanagement

7.

8,

.

Victims are safe to touch and treat, but Frst respenders must ensure thelr own safefy by beaing certain the area Is safe from imminent Fightning strikes {Cooper, 1380;
Cooper, “Myths,” 1995). Evidence Category: A

Triage Hghtning victims who appear to be dead first, Most deaths are due to cardiac arrest (Cooper, 1980; Cooper, “Emergent,” 199%; Cooper, 2011). Although those
who sustaln a cardlac arrest may not survive due to subsequent apnea, aggressive cardiopulmonary resuscitation (CPR) and defibriliatlon (if Indicated) may resuscitate
these patients, Evidence Category: A

Apply an autormated external defibsillator (AED} and perform CPR as warranted (Cooper, 2011}, £vidence Category; A




: ;Of_ -Treat for concussive lnjuries, fractures, dislocations, and shock {Bernhardt & Raberts, 2010; Roe'der &Vavrek_,' 2011}, Evidence Categary!' A

‘Suddan Cardlac Arrest
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ATs REVIVE
UNCON-
-selous |

AN DURING
CHARITY U

WHO: Matt Reynolds, ATC,
and Walier Smith

WHERE: Hammond, La.
WHEHN: Beptember 2013

DESCRIBE HOW YOU WERE
FEELING WHEN YOU WERT TQ
TE]‘{D TG THE RUNNER DURING
FTHE CHARITY RURN.

He had already collapsed. I thought, ifno
onie 15 going to heip him, I have to go. I
didn't think about anything excep: saving
his life. Walter did mouth to moulh and [
did #hest compressions. He ran o prab the
AED, and ! administered the shocks,

WIEAT BID THE VICTIN

$AY/D0O UPON BEING REVIVED?
He was speachless. [ think he was happy
to be back,

WHAT BID YOU LEARN FROW
THIS RAXPERIENCEY "1 was abit
freaked cut,” Reynolds lold SportsNola.
com. “But when the AED read that his
heart rate was back to normal, that’s when
1 realized | did exactiy what | was trained
to do.”

Randy Wilkes, holding the AED, saved the lile of baskeibal! glayer George Wade.

Pholo courtesy of Edanger Health Sysleni

e )
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WHO: Randy Wilkes, MS, ATC

WHERE: Chattannoga, Tenn.

WHEN: Janeary 2013
oltewah High School athletic
trainey Randy Wilkes was going
over a student-athlete’s post-

concussion assessment with the boy's
mother, the school nurse, when the PE
coaches calied for him, Senlor basketball
player George Wade, who was “Kind of
known as the class clown.” was on the floor.

“Byeryone thought it was a joke at fivst, bug
when we got there he wasn't conscious and
he was bleeding from face planting on the
ground,” Wilkes said. "The nurse came out
there with me and couldr’t find a pulse, so we
immediately went into CPR.” The AT said he
didnt particularly “feal” anything in the heat
of the moment. "You kind of go numb and do
what you're supposed to do, so you don't feel
much until afterwards,” be said.

Wilkes and the nurse performed basic
CPR but ended vp administering two
shocks with the AED, which was retrieved
by a coach from another buildiag located
roughly 206 yards from the gymnasium.
Wade never regained conscipusness at the
scene. “Afler a couple minutes of rescue
breathing he started breathing on his own,”
Wilkes said. "Probably two minutes aller
that EMS got there, so he never regained
consciousness until the next day.”

Wilkes said he's glad Wade is still alive,
but said sometimes he has trouble feeling
like he had a hand in saving the boy’s life.
“Im happy 1 was there to help him and
kanew what ta do, but it's something you
want 1o keep o yoursell[" ke said humbly.
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DESCRIPE HOW YOU WERE FEELING
WHEN YOU 5AW UTAN STATE
HBASKETBALL PLAYER DANNY
LERGER COLLAPESE. {wasat the other
end of the courl when he collapsed. As i ran
down there my first thought was a seizure, but
he hiad na history of anything hearl- or seizure-
related. The fisst thing 1 did was say. ‘Are you
ok?* He was taking a gasping breeth, so 1 had
eoaches call §11 and yelled for an AED. At that
point he quit breathing, and § fost his pulse. 1
started CPR and put on the AED, which was
there within 3¢ seconds,

DIN BVERYTHING GO RELATIVELY
SKIOOTHLY? It was protty textbock, [ don’t
know if that was preparalion or what, but our
.ambulance in Logan is housed right on campus,
50 it was right there. | did TPR and the AED.
which shocked himi and at that point campus
police arrived. Within a minute the ambulance ar-
rived. The student manager had actually left to go
get the ARD before 1 yelled for it. Everyone in the
gym knew it was Serious thing, so everyone did
what was asked and responded extremely well

DO YOU REMEMBER WHAT THE
VICTIN $AID UPOM BEING REVIVED?
We gt him in ambulance and sent him to
Logan Regionat Hospital, then we life-flighted
him dowa to Salt Lake. He was there for a few
days but acivally regained consciousness Lhe
next day, It happened Tuesday, so he became
conscious Wednesday.

HOW DO YOU FEEL ABOUT THE
FACT THAT A PERSON 1S STILL
ARCQUND TODAY IH PART BECADSE
OF YOUR ACTIONS? It was a team effort
for so many things, from the student manager, 10
the EMTS, to Logan Regional Hospital, | realize
what [ did was critical at the time, byt alter the
initiat response, there's stilt so mueh more that
goes on and needs to go right for [the patient]
to actually survive. I've never looked at it like
did this, but more iike we did this — and that's
samething we're proud of

Monica Jacksen ([center) poses with the faanily of the man she resuscitated.

W HO: Menica Jackson, MS, LAT
WHERE!: Pearland, Texas
VWHEN: Feb. 19, 2013

onica Jackson of Manvel High

School {League City, Texas) was

covering a gids” basketbail play.
off game at Dawson High School {Pearland,
Texas) when a man collapsed in the stands.
Jackson arrived at his side quickly and was
joined by a doctor who happened ic be
watching the game. Not finding a pulse, she
asked a police office to bring the AED.

“In #2 years, [ had ncver administered

an AEDR on a living human being,” Jackson
said. Having completed and taught AED

training every year, she knew exactly what
lo do. "It's like clockwork. You don’t really

have an emotion. You just go through each
step automatically.”

Though Jackson had never worked
with that doclor before, everything fell
together smoothly. They adminisiered
CPR, and the victim's pulse retorned.

At that lime EMS arrived and took over
transpaorting the man to the hospital.
Within seconds, the man was loaded into
the ambulance and whisked away for
further medical care.

Through it ail, Jackson remained
calm and composed. She spoke with the
viclim's relative and alerted the school’s
AT about using the AED. It wasn’t until the
game was over and her team was situated
that the magnitude f the situation finally
kit Jackson. Alone in her car, she was
overtaken by emation. “You have to
stay composed when its ali happening,
but whea you're alone it hits you_ it
was overwheiming.”

Though she’s always been diligent about
her AED training, she saya it has taken on
an even greater level of importance. "Now
when [ hear the AED start tatking during
those trainings, the hair on the back of my
neck stands up.”
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Maria Rosanclii poses with Sterling Staffin and his mother.

Pholo by Vernon Bryant/Dallas Morning News

¢ ware in the AT office and it was

a hatf-day. T just remember

one of the baseball coaches
catled my celi and said one of the kids
gl hit by a car. 1 got the Gator and drove
down as fast as | could. When 1 got there,
16-year-old Sterling Staffin was kind of oa
his side, having a selzure, His mom was
next to him, screaming, and there were
kids all around, I was trying to be nice but
firma, telling his mom to get off of him.

I had the AED next to me just in case,
and soon the EMS arrived. Sometimes it
feels like a lifetime for them to arrive, but
they were there pretty guickly. | dide't want
to let go of him until they were right (here.
When [ got him over on his back, he was in
shock, freaking out and wanted to get off
the ground. 1 repetitively calied his name’
and told him to lock at me and breathe.

1 den't feel like 1 did anything out of
the ordinary. It's what we do as athletic
trainers; we're there to help in any
situation. I'm glad thai ke's here and the
worst case scengrio didn't come up. It's
also kind of sad because he's not playing
basebak and still having some troubie
concentraling and focusing. While it's
upsetting to see that, I'm glad he's stiil
functioning and living,

- Muarie Rosanrell

There was already an EMT onsite, 50 Bokon
raced back into the building to grab the AED
Onee he returned. they hooked him up to the
AED and gave hirn two shocks, His heart rate
returned, 5o Bolton began doing rescue breaths.
Soon, the man had regained consclousness.

*I wenl back 1o the basics,” Bolton said. *I did
what we're taught to do. 1§ wasn't untit afterward
that it alt kit me, and | got jitters thinking aboui
it. | thought, ‘Wow. this guy was actuzlly dead
and we saved his lile.”

Bolton later found out the man already had
a defibrillator, but that it maifunctioned that day.
The man was forlunate to be found by two girls
who were walking by in an empty area of the
parking lot, and he was even mare forfunate that
Bekon was onsite 1o save his life.

*[ Jearned a Hitle bit about myself,” Balton
said. “I learned that | will reacy the way I'm
supposed to and that | have what it takes to
save someone’s life, [ feel more comforiable and
confident now that | know that about myselt”

BASKHBAH
| LAY

AT SAY
[DERLY
AN

PARKING | fii B

PRACTICE

WHO: Justin Boiton, ATC, LAT, EMT
WHER¥: Wolcott, Conn,
WIHEH: May 16, 2013

ustin Bolton was covering a baseball

game at Wolcott High School when his

athletic director eafled to tell him about a
man who had collapsed in the school parking lot.

Wi 0: Mike Williams, MS, ATC
WHERE: Logan, Utah
WHEH: Dec. 4, 2012
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back of his head, The victim's wite, Sonja.
was sitting in the passenger seat and told
Bobo she thought her husband, 53-year-old
Mark Pexton, had suffered a hearl altack,
initiaily unable 1o remove the 6'2", 260-pound
man from his car, Bobo reclined his driver
scat. ‘As far as providing actual care, that
was fine ... but we were in the middle of a
highway. we couldn’t immediately get him
cut of the car due to éraffic, nor were we
physically able to move him right away,” said
Benson. They quickly assumed their CPR
roles, Bobe doing chest compressions and
Amanda in the back seat doing the rescue
breaths, On the fifth cycle, Paxton became
conscious and the ambulance arrived. “It
taok the ambulance 10 mirutes to show up,”
Bobo said, “We knew he would have been

- dead or brain dead.”

"As peopie started teliing me about these
two amazing women who saved my life, it
became clear that 1 was (he luckiest man in
the world,” Paxton told Stephen E Austin
University’s The Pine Log. Tt was belter than
winning the lotrery.”

Benson said it's hard to pul in words the
fealing of having saved a life, "Occasionally
[Mark] will call, and it catches me off-guard
but it also makes [me] feel grateful: He's 2
fathey, husband and son, and for kim to be
abile to fili all of those capacities because of
yeur actions is relatively indescribable.”
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WEWER

WHO: Brett Waldon, ATC, with assistance
from Southern Navzarene University's AT staif
WHERE: Bethlehem, Okla.

WHEN: Feb. 2, 2013

DESCRIBE WHAT HAPPEHNED
WHEN BASKETBALL FLAYER

JEFF REESE COLLAPRED DURING
THE GAVIE.

He came off the court complzining of
shortness ol breath and sat 2t the edge ol the
bench. it slowly got worse from there. He
said he was thirsty, so he got a drink of water
and Lhat helped a Hitle bit, but he complained

about his chest. | did two sternal rubs and he

--came around, but then he went into a slump,

Sternal rubs didn't wark, so then [ pulled him
oft the chair onto the floor behind me.

DG EVERYTHING GO
RELATIVELY EMOOTHLYY
Everything went smooclhly because were
all trained the same, even though we were
trained separately, We did five rounds of
CPR and administered three shogks from
the AED. [t was roughly five or six minuies
that we worked on him.

HAVE YOU SPODHEN TO HIM SinQE
¥YOU TREATED THENR THAT LAY?
Several titnes; | actually spoke to him yesterday.
He's doing much batter [Afler the incident] they
implanted a defibrillator and he's had a few set-
backs since then, but cverall hes adjusted well.

WHAT M YOU LEARR

FROM THIZ EXPERIENCE?

1 think it just confirms my concern 1o always
carry my AED when I travel so it’s readily
accessible when ! need it, By having those
fears and concerns, I didn't have to ind It or
ask anyone to go get it, and E didn'thave to
familiarize myself with it.

WH 0 Maria Rosanelli, MEd, ATC, LAT
WHERE:
W HEN: January 2013

Dalias, Texas
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unreaponsive, the first thing [ did wasiry to
assess the situation; when he wasn't respond-
ing. my first thought was 1o get the AED. At
first he was moving around like he was almost
having seizvre... Once he began to almost lie
motionless, the [student with the] AED was
there, I had three AT students onsite: One waa
calling 811, one was supparting me with CPR
and one was handling the AED. Ii’s something
you prepare for and know is a possibiiity, but
something you hope never happens.

DID EVERYTHING GO RELATIVELY
SHPIOOTHLY, OR WERE THERE
TINIES THAT REQUIRED
IMEFROVISING? | weni over our
cmergency action plan {EAP) the first week of
practice with the students, so we already had
one in place, While | was directing students
and coaches ta make sure others stood

back, the other baseball team was moving
things out of the way, making room for the
ambulance, Luckily, CPR only lasted about 90
saconds and then he came right back, so the
excitement was rather short lived — but having
that positive outcome was most reassuring.

WHAT DD YOU LEARR

FROM THIS EXPERIENCE?

The jmportance of having an EAP in place
so that everyone who coitld potentialiy be
there — students, coaches, administrators —is
prepared, so if a situation came about you'd
know exactly what to do and how to reacl
[becausa] you've been replaying those drastic
scenarios in your head before they happen.

HOW DO YOU FEEL ABOUT THE
FACT THAT A FERSON IS STILL
ALIVE 3N PART BECAUSE GF YOUR
ACTIONS? It takes a while to sinkinl
think. After several weeks and communication
with the athiete and parent, and after finding
out what actuaily happened and what it means
to them, then it starts to sink in. In my initial
fisst two weeks [after Ihe incident}, we were still
running tests and figuring out what happened,
so 1 was in the dark a little bit. ARer you get
documentation and speak to doctors and they
explain that if you didn't do what you did at that
time, ithe persen] wouldn't be here right now, it
becomes more impactiul and surreal.

ENIOR
SAVED

QUTSIDE OF

STARBUCKS

W3 Amber Mariclt
WHEER¥; Fort Worth, Texas
WHEHN: Sept. 19, 2013

§ & pre-game day ritwal, | always

get my Starbucks Frappuccino. As

1 was exiting. 1o the right [of the
Starbucks] there's a senior center building, A
mar: had collapsed on the ground and there
was another man above his head checking for
a pulse. He said, “Does anyone know CPR?™
1 didn't even think about anything, | just
ran over, dropped all my stuffand | started
doing chest compressions — and I'd never
done chest compressions other than en a
mannequin, but I've been CPR-certified since
iwas 16

The whole thing is still a blur to me. [

checked in with my preceptor and let him

know [ was going to be Iate to class because
1kind of just gave CPR. We only have about
eight people in our class, and we were learn-
ing how ta take blood pressure. When they
took mine, it was just threugh the roof

1think the man {who was doing CFR] might
have been a docter becanse he was giving de-
mands preity well. After he pave three or fouy
breaths, the guy woke up and was hoiding his
heart. He tried to sit ug. The other man said
“No, lay down, we calied help and they're on

thelr way.” | didn't speak Lo him aflerward. [
just cared that ke was alive and weil.
[ really thought it wasn’t that big of a deal;
1 was just doing what 1'd been taught, like a
Good Samaritan, because I'd want someane
1o do that for me.
Amber Marlett

Linda Bobo
(left) and

Benson had
dinner with
Mark Paxton
§ ninc months
! after saving
s life.

¥ H{: Linda Bobo, PhD, ATC. LAT,
and Amanda Benson, PhD, ATC
WHERE: Dallas, Texas

WHEN: January 2013

hose who attended the 2013 ATEC/
iLEAD conference in Dallas may
rersemnber a rumaor buzzing around
ahoul two alhletic trainers who saved alife
during the eveni. Those two were Linda Bobo
and Amanda Benson, educators at Stephen
E Austin State University and Troy University,
respectively, who had wimessed a large SUV
rear-end a sedan and decided to stop. Suddenly
the Subuwrban accelerated, pushing the carin
Tront toward the intersection. Bensen ran o
pull the sedan's emergency brake whilz Bobo
hopped inlo the SUV.
*1 don't think we ‘thought, it was just
50 robotic,” Benson said. *You sort of ge
into autopilet mode; what was so urique
was there was never any communication
[between usl” Bobo saw the victim's face had
turned purple and his eyes had rolled tc the
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was &t my cousin’s birthday parsty at
a busy hotel pool, We were goofing
around, and my nephew wanted
to use the slide. | was walking toward
the base of the slide to catch him when
something caught my eye at the bottom
of the pool, Once 1 got closer | saw il was
& child, but I assumed she was playing. [
nudged her with my foot, but | didn't get any
response. I reached down and picked her up.
She was blug in the face. No breathing, -
no life. My first thought was that § just
found a dead gizl. It did not lock good.
My mind was racing a mile a minute, and
I immediately called for help. | carried her
to the edge of the pool where her mom was
walting, They had been looking for thelr
daughter and had no icea she was in the
pool. Her mother grabbed her from me and
immediately began te perform CPR. [ iooked
for & pulse and soon took over the CPR. The
little girl started coughing and spit up some
water, and she began to cry. That was the
hest sound we could have heard. At that
point we knew she would probably be OK.
Once the ambulance took her away,
everyone was congratittating me and
telling me [ was a hero. "Thank goodness
you were here today,” they told me. I was
so mentally drained that f had no energy
ieft at all. Once I rested a little bit, it finally
hit me: “Wow, that just happened”
It makes you realize that even with
all the training, everything feels much
different in the situation, When adrenaline
kicks in, you have to go by training and
instinet. It's given me move confidence that
I can handle these types of situations.
- Justin Buefigen, MS, ATC

VERY N
NS

WHO: More than 100 athietic treiners and
AT students

WHERE: Boston, Mass.

YHEN: April 15, 2013

espite the tragedy and terrorism

that surronnded the 2013

Boston Marathon, the day was
also Riled with stories of courage, hope
and heroism, The 100+ athletic tralners
and AT studenis who vohinteered at
the race temained caim amidst the
chaes, running toward the explosions
instead of away from them. From guickly
tending to victims and assisting EMTs in
medical tents to pushing wheelchairs and
gathering supplies, the athletic fraining
volunteers — along with the entire Boston
Marathon medical staff — ensured that
no mare Hves were lost that day. Read in-
depth coverage of the Boston Marathon
AT volunteers in the July 2013 issue of
NATA News.

SOMETHING
NEVER:

Bryan
White (laf})
with his AT
students

W0 Byyan White, ATC
WIEER E: Salisbury, Md.
WHER: Febroary 2013

DESURIBE HOW YOU WIERE
FEELING I VHE MOMERT VOU
SAV PETCHER MACH LUCAS
COLLAPEE. | wouldn'l say it was fear, but
your instincts start to 1ake over immediately.
As 1went aver there and saw Lhe piicher was
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courl. Parker sprinted to the practice and found
the player lying on the grosnd, unconscious,
Her cpach and teammates said she was having
convulsions or sgme sort of seizure, so they
had placed her in the recovery position. She
wasn't breathing,

A member of the athletics stall raced to get
the AED, Parker and Deb Springer. MA, ATC,
a member of the At faculty, worked together
to save the athlete. They delivered the shack
and did a couple rounds of CPR, and then she
began breathing on her own. She remained
unconscious. At this point the paramedics had
arrived, so they took ovet. “You practice and
practice for this scenarig, but you hope you
never have Lo do it. It was like, "Wow, this s re-
ally happening,” Parker said, “You're aot think-
ing about 1ke severity of the situation. You're
on autopilot based on all of yous training.”

Doctors ater determined the volleyball play-
er had an irregular heartbeal and estimated her
chaaces for survivel were 8 percent. Thanks to
Parker and Springer, she didn't %l into the 92
percent who usually die from this type of inci-
dent. “It hits you a couple hours later” Parker
said. "During quiet moements, you're replaying
alt the steps in your mind.”

Though Parker hopes there isn't a “next
time,” he hopes to add some improvements to
the training plans just in case. “We've learned
that all of aur coaches are not AED and
CPR certified, 20 we're moving toward trying
to accomplish that. IF this happens again,
someene clse could at least start applying
the AED and wowdn't bave to wasle precious
seconds going to find an athletic trainer”

PATIENT
COLLAPSES

INPTCLINIC

you could've done better, In terms of how

we handled him, there wasn't much more we
could've done. One adjusiment we've made is
our emergency response: We go directly to the
locat fire department rather than calling 911,
because they're a lot closer.

Justin Harbst, James Taherty and Michele Aliani

WHO: Michele Aliani, ATC. PT, CSCS;

Justin Harbst, ATC; James Fizgherty, ATC e -

DROWN
D W
AESCUED

WHERE: Greal Neck, NY.
WHEN: December 2012

BESCRIRE WHAT YOU WERE
FEFLING WHER THE PATIERT LOET
CORSCIOUSHESS AND STOUPED
HIEATHING. You just react to what's going
on, assesg what's happening and why. We were
all working together. The palient started (o fee}
a little bit lightheaded sc we walked him back
and got him onto the treatment table. Once he
went cut, Justin gave him some rescue breaths
presty quickly; then he kind of came back.

HOW DO YOU PEEL ABOUT THE
FACT THAT & PERSOHM IS STILL
ARDUND TODAY IR PART RECAURE
OF YOUR ACTIONS? Well, it turns out he
had several pulmonary embotisms, although
first we thought it was his heart. Collectively
we 2l realized there were very few places

he could've been where ke still would've
been alive. When he came back to the office
after leaving the hospital, you could see how
grajefut he and his wife were. It’s a really
good feeling.

WHO: Justin Bueligen, MS, ATC
WIHERE: Bismarck. N.D,
WHEN: April 2013

BT ¥OU LEARH ARYTHIHNGY Apytime
yau're in 2 siluation ike thet you learn what
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had four athletic training students with me
at the time — to see what his condition was
initially. He was still breathing, but shortly
after that he ost full conscicusness and
breathing, so | initiated CPR and yelled for
zh AED.

DO YOU BERMEMBER WHAT
THEVICTIM SAID UPON BEIND
REVIVED? He continuously stated
“Help." He said he'd woken up from &
nightmare ... He was looking around for a
gentleman and yelled cut someone’s name
who was there at that game — probably the

closest person he knew who was there,

HAVE YOI SPOKEN TQ

THE PERSON SIHCE YOU
TREATED THEM ¥HAT DAYY

We went to visit him a few days later in
the hospital and his wife was there. ! did
gel a letter from his family a few weeks
afierward thanking us for allowing him
to be with family for Christmas, and that
was really touching. And [Moreaun] is still
refereeing — he's working the soccer games
this fall.

HOW DO YOU FEEL ABQUT

THE FAUT THAT A PERSON IS
STILL ARQUHD TODAY I ¥FART
BECAUSE OF YOUR ACTIORS?
I'm just grateful we were able to save his
life. People save lives every day; I'm jost
happy the outcome was what it was, aad
he's able to live his life,

APLANIN

| ACEWHEN
SOMEONE
GOES DOW

Ellen
Bastoni
{center)

WO Ellen Bastoni, ATC
WIlIRE: Eastehester, NY.
WHEN: February 2013
L was a girls’ varsity basketball game
and 1 was sitting on the end of the bench.
Tt was the fivst year [EHS] had had an
athletic trainer in a couple years. When {the
official collapsed] my athletic director, Jason

Karo}, actually-got to him first because he was -

closer. As he began to assess the official, [ ran
1 get the AED. For never practicing it together,
we seemed o go lhrough the motions pretly
well My AD was a certified CPR instructor, 30
that definitely made a big difference.

The AED was mounted on the wall right
outside the gym, maybe 10 feet from where
the official feli. [ was abies to grab it and be
back within a matter of seconds.

[The officiai] had lallen straight
backward and hit the back of his head,
50 he had quite a bit of bizeding and was
pretly out of it. He murmured a little bit

but was breathing on his own, and a few
seconds later the ambulance showed up.
By then he was conscious and sesponsive,

I'm g0 thankful that we had a plan ir place

.. lt'was kind of ironic becanse eazlier that
day my AD was telling our spring coaches to
make sure to have ar AED if you're offsite. and
we went over pur whole emergency plan. This
shows why it’simportant to be prepared.
-Ftlen Bostoni

AHTH

WH O Kevin Parker, ATC

WIHERE: Grand Rapids, Mich.

WHER: Sepr. 9, 2013
evin Parker, ATC, was in the AT
facility at Aquinas Cellege when
twa volieyball players ran in to

tell him their teammate was down on the
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HESUSEITAT
| ;THI_ET
FATHER

WHO: Amanda Tiffany, ATC
WHERE: Westchester, N.Y.
WHEN: May {, 2013

was on the sidelines of a lacrosse field

when two studeals ran over to 12il me

a man had collapsed. His daughter
was playing softbal} at our school and he
was walking toward the field. [ ran to grab
the AED and raced to him. { jumped the
fence and threw the AED over. The visiting
lacrosse coach was thers, along with a
police officer. His wife was also there. [ just

opened the AED and immediately put the T H H E IV

pads on his chest. It did indicate a charge and

shock. and then | started doing CPR after that.

He was never fully conscious or : . :
anything. He began to make a iot of noise B B N N eiimn—
after three or four rounds of compressions,
and he was clearly in a lot of pain even
though he was unconscious. We got a pulse.

1t's interesling because you train for 15"
[these situations] over and over s¢ many
times, but if you've never done it before
there is always this question of what's .

going 1o happen. ] wasn't even thinking

that it was not going to work. I didn't think
beyond that until afterward. You just focus
and go irto your iraining. =

When { was talking to his wile, it really
hit me. You're in the momeal, and your

training kicks in... P'm very graleful for ¥ H(: Robert Huggins, MEd, ATC: Lake
my training and for my equipment we now Pryor, M8, ATC; and Wilt Adams, MS, ATC
have. When I started this job. we didn' WHERE: Falmouth, Mass,

have AEDs. | wonder what this scenaric WHRTHN: Aug. i1, 2013

would be like without one. I'm just grateful

everyohne was focused on the same goal very vear, athletic trainers from

and everything came together, It's very the Korey Stringer Institute at the
gratifying when it works the way it's University of Connecticut volunfeer
supposed lo, at the Falmouth Road Race. Held during

- Amandn Tiffany. ATC  the heat of August, the race is a great place
e for the KSI to continue its groundbreaking
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research on heat fliness. Not only do they colicet
research dala at the race, but they also work

the medlcal leats. At the 2013 race, the heat
was so extreme that the medical team had to ™
work guickly to save the lives of three runners
suffering from severe cases of heat exertion,

Robert Huggins, MEd, ATC, was working
the medical tent when a runner was brought
in with & rectal tempezature of 107.7 degrees
Fahrenheit. His sitvation was dire, “He looked
me straight in the eyes and asked me if he was
going to die,” Huggins sald.

Huggins immediately immersed km in
an ice water tub. The rumner was disoriented
andd slightly combative, which Huggins said
is a symplom of his unnatorally kigh body
temparature. “1t’'s almost like dealing with a
drun¥ person,” Huggins described. "They can
be extremely aggressive and you have to hold
them down. Their regulatory function shuts off
and the brain doesn’t process correctly.”

Aler 20 minutes in the ice bath, the runner’s
temperature was down to 103.3; however once
he was removed from the (b, his temperature
Legan 1o rise to dangerous levels again, After
another session in the ice tub, the nunner's
temperature came down to 102, A life-
threatening crisis had been averled.

Meanwhile, Wil Adams, MS, ATC, was

His situation was dire

ig about 1o die,” she said to Adams, "News
Rash: {'m going o be the fburth teenager lo die
in the Cape this year," she told him. Once her
lemperalure came down to normal levels, the
young rupner had ne recollection of anything
she'd said during treatment. Thankfually, she Hved
to laugh about it fater

“ft wasn't until | was talking to her mother
whout what happened that it really kil me, the
gravity of the situation,” Adams said, “It was
a good thing we were there that day or things
would have gone a lot differently for her”

Luke Pryor. M3, ATC, was lending to an
athiate who had attacked the last mile of the
10K race with all his strength, causing his
temperature to rise to more than 108 degrees.
The man was slightly more heavyset than your
average runner and had just returned to the
sport & little rmore than a moath prior to the
race, Pryor would later find oul. The runeer was
disariented and had no idea where he was, 50
Pryor znd the team wotked guickly to immerse
him in the ice water wbs, Closely moniloring
the man's temperature. Pryor realized he was
ot cooling off quickly encugh. it was a very
precarious situation. Soon five of the ATs
neatby joined the effort, dipping their arms
into the man’s ice bath and sticring it vigorously
to eliminate the therrmal pane between the

"He looked me

straight in the eyes and asked me if he

S
was going to die,” Huggins

treating an incoming high school senjor who
had just finished the race. Her body temperature
was 2 very dangerous 107.5 degiees, 50 they
worked quickly to ccol her body i the lce bath.
She thought she was going o die, so Adams
worked hard to keep her calm and reassure

her that she would be OK, “That's what they
always say on Grey's Anatomy when Lhe patient

said.

warn body and cold water, Eiiminating this
temperature barrier aliows the cold water to
reach the body faster; cooling the victim at a
quicker pace. In this case, they needed all the
speed they could get to save the man's bacdy
from succumbing to the heat exertion.

In all three incidents at the Falmouth Road
Race, the atbletic trainers followed best practices

and used the pre-race protoco! that had been
eslablished in case of heat finess. They drew
upen their training and experience (o save the
¥ves of three grateful runners that day. The
runner that Huggins treated was so appreciative
that he wrote a very moving testimoniat about
the treatment he received (available online at ksi.
ueconn.edu/about/ personal-stories/).

Once Pryor realized he had successiully
saved a man's life, he experienced a burst
of adrenaline he'd never felt before. “Once
everyone has lef: the medical tenl and
you have a chance 1o reflect on your day,
it really hits you,” he said. "It was good
affirmation that I'm in the right line of
work and doing the right research, It really
reminded me why [ became an athletic
trainer and fueied me to keep doing
research s¢ we can develop best practices
and save move lives.”

WWEFROR
CHRISTMAS

Anita Dixon
-[center} and-- -
her four

AT studenis

WEHO: Anita Dixon, M3, ATC
WHERE: Westbrook, Maine
WHEHN: Nov. 29, 2012

DESCRIBE HOW YOU WERE
FEELIRG 1IN THAT MOMENT,

[ didn't initially see it, but { heard [referee
Larry Moreau] hit the flocr. f rushed over -1
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BY: JAIMIE SIEGLE AND JORDAN GRANTHAM

ATHLETIC TRAINERS KNOW HOW 'TO SAVE LIVES, but they hope
they'll never have to. When confronted with life or death moments, these ATs
stayed calm and called upon their extensive training to successfully save athletes,
spectators, officials and more from the brink. Our first-ever Lifesaver Issue
celebrates some of the athletic trainers across the country whose heroic actions
demonstrate the immeasurable value of the profession.

N
WHO: Janiclle Monbleav, ATC

WHERE: Methuen, Mass.
WHEN: Jan. 14, 2013

hen she first saw 16-year-cld
w hockey player Brady Barron

skating toward the bench, she
didr't see any blood, He'd auffered a laceration
from a skate on his Jefl wiist as he collided with
a player fiom the opposing team, “The way his
are was positioned, 1 didn't think the laceration
had opened up,” Monbleau said. I thought he
had just gotten hit but he Jooked like he was in
so much pain, and that’s when his glove flew off”

The skate had severed a major artery,

damaging several nerves and 12 terdons —
enough damage to lose most of the feeling in
his hand. She applied pressure to the injury
and yelled for ar administrater to cali 911,
Seeing blood all over the ice, the manager of
the rink began implementing its emergency
action plan. “The police were there within a
few minutes, and the kead athletic trainer was
actually downstairs working the basketball
game.” she said. "An EMT father from the
opposing team came down 16 help, applied
pressure 10 the brachial artery and stopped

the blecding rather guickly.” Barron remained
consclous the whole time and was able o
angwer questions, such as whether he felt
numbness. “{F think it helped] having his dagd
helping him pet his helmet ofT and being right
there talking to him, 1 just did my job and did
what [ thought was right.”

A wael later, doctors told Barron he
would've had about two minutesto Bve i it
weren't for Monbleau's actions, "When it comes
to hockey I've always had a worry with skate
|acerations, especially to an upper extremily or a
neck, which we've seen in NHL games before,”
Monbleat: said. A "worst case scenario” always
runs through my head so if i happens | know
what I'm going lo do, and I'd done that a few
minutes hefore [ saw [Brady's injuryl.”

ATEAN

ionT

WHO: Jessica Hilgendorf, ATC, LAT,
Tom Bradley, MS, ATC, LAT,

Chris Shaddock, ATC, LAT,

and Lindsey Thomas, LAT

WHERE: League City, Texas
WHEN: Sept, 21,2813

DESCRIBE HOW Y0U WERE
FEELING IN THAT SIOMERT.

We actually saw the camera man walking
in. Ore second ke was standing up, the next
second he was Mace down on the il [At

fiest} | thought he'd just tripped. Everything
happened so fast but 1o one went into panic
made: everyone knew whal they needed

1o do. {We} kept our calis, took care of
Lusiness and that was it. Afterwards my
heart was racing but during that
yeu do what you have to do.

moement

HOW QUICKLY WAY THE VICTIN
REPIVEN? DID THE PROCESS GO
SHEOCQTHLY, Of DID I'T REQUIRE
SOME IMPROVISINGYT T saw his eyes
rolling in the back of his head from the
side... You could tell he was breathing but it
wag very labored, and when we flipped him
over he had an abrasion on his head. [ checked
at the neck for a puise, didn't feel anything,
checked ai wrist and neck again. Lindsey cul
the shirt off of the guy, Chyis ended up putiing
the AED pads on him and the AED said “shack
advised right away” Aflter we delivered the
shock T did 30 compressions, Tom did fwo
breaths, and ther he awoke, [ don't know how
to axplain it, but right as 1 was about to start
compressions again you could feel the heart
slart pumping again and coming back.

HOW DO YHU FEEL ABOUT THE -7
FACT THAT A PERRON I§ §TILL
AROUND TOLAY IN PART BEUAUSE
OF YOUR ACTIONSY

The [cameraman;] had a long. white beard,

a coach joked [that we] “saved Christmas.”

[ guess 1 didn't feel fike | “saved a life,” I

just felt relicved he was awake and wasn'’t
unconseious when we left. [ was glad we were
there and we all knew how to act, everyone
had a role and did their role perfectly. I'm
thankful we could ali utilize our skills we
practice year after year, although you hope
you never have to use them.
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‘Tucson Citizen

Athletic trainer saves football player with
defibrillator

by Geoff Grammer on Apr 23, 2009, under Education, Local, Sports

More schools getting device to treat cardiac arrest

!

Dad Phii (feft), Emilio (center) and Alberta Martinez,

When 17-year-old Cienega sophomore football player Emilio Martinez collapsed in a weight training class
Monday at the Vail high school, Deana Schneider wasn’t thinking about budget cuts.

The quick response of the 28-year-old athletic trainer, and a recently-purchased automated external
defibrillator, saved the teen’s life when valves in his heart began to malfunction, causing him to faint and
go into cardiac arrest.

“Without that (device) and without her there, the doctors said my son would have probably died,” said Phil
Martinez. “. . . T can’t tell you how grateful my wife and I are that they were there and handling the
situation the way they did.

“That AED? It’s already paid for itself. Every (school) better have one. Even if they never need it, they
better have one.”

Martinez, a 5-foot-6, 160-pound running back, will undergo surgery Thursday at University Medical
Center. Doctors on Wednesday diagnosed him with ventricular fibrillation.

Lifesaver not expensive

At the urging of Schneider, Cienega purchased the Cardiac Science Power Heart G3 device for $1,500 in
July 2008.

hitp://tucsoncitizen.commorgue/2009/04/23/11 501 I -athletic-trainer-saves-football-player-with-defibrillator/ 1/6
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Even as schools and districts across the country, including Cienega, shave budgets, assistant principal and
head football coach Nemer Hassey said the school will buy two more defibrillators to place around campus
before the 2009-10 school year begins.

“It’s a no-brainer,” Hassey said. “You do more fundraisers or find other areas to work around. But cutting
back on stuff like this, things that are about safety, you can’t cut corners on that.”

Of the 26 Class 4A and 5A schools competing in southern Arizona, at least three — Flowing Wells, Canyon
del Oro and Amphi — do not have defibrillators on campus.

Flowing Wells Athletic Director Pat Weber said in an e-mail Wednesday the school has “put in for several
for the next school year.”

Some schools have multiple defibrillators, including Nogales High, which has six.

Sahuaro Athletic Director Sandy Novak said her school’s lone device was bought through the Sahuaro
Cougar Foundation and personal donations.

Tucson High Assistant Principal Herman House said his school, with the largest enrollment in southern
Arizona, has two of the devices — one purchased by the school, the other donated after the school hosted a
community heart screening event two years ago.

“These are things you hope you never have to use,” Schneider said, “but why risk not having one ready to
go if something does happen?”

Workout seemed routine

Martinez had just wrapped up his daily workout in his advanced weights class Monday afternoon.

Physical education teacher Jay Johnson, an assistant Cienega football coach, saw Martinez faint, hit his
chin on a weight bench barbell as he collapsed and drop to the floor unconscious.

Johnson is trained in cardiopulmonary resuscitation, as are all of Cienega’s coaches. He began attending to
Martinez as a student ran to get Schneider.

“When I got there, I immediately assessed the situation and knew right away we needed the AED,”
Schneider said.

She has two degrees, has been CPR and first-aid certified since 2000 and has been Cienega’s athletic
trainer for two school years.

“T’ve never actually had to use an AED or even do CPR before,” she said. “I’m trained for both, but never
- have actually been in a situation where I had to do it. It was sort of an out-of-body experience. I guess the
training just took over and I was just doing what I knew to do to help him.”

Device a snap to use

The defibrillator Schneider used Monday is not hard to use.

The Power Heart G3 has voice commands that automatically play upon the device being opened. Once
adhesive electrode pads are placed on the person being treated, the device monitors the heart rate and other

http://tucsoncitizen.comy/morgue/2009/04/23/ 11501 1-athletic-trainer-saves-football-player-with-defibrillator/ 2/6
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vital signs and determines whether a shock is necessary.

Some devices automatically administer an electric shock. Others, like the one used on Martinez, require a
person to push a button.

The defibrillator Schneider used also has internal memory capabilities.

“When we were done,” Schneider said, “I plugged this into my computer and it gave the paramedics and
doctors a printout of everything that happened from the time I opened the AED to the time I closed it,
including all his heart rates and any other info.”

Gridiron dreams end

Martinez, a seemingly healthy athlete in a family with no history of heart conditions, has been at
University Medical Center since the collapse, frequently visited by friends and family members.

His football playing days are essentially over.

The American Heart Association says his condition essentially forces the heart to pump little or no blood
when its lower chambers begin operating irregularly.

“The ventricles ‘flutter’ rather than beat,” according to the association’s Web site.

The electric shock from the defibrillator allowed Martinez to survive long enough for paramedics from the
Rincon Valley Fire Department to arrive and take over before he was airifted to UMC.

Martinez will undergo surgery Thursday to implant what is essentially a portable automated defibrillator in
his chest, Phil Martinez said.

“It is designed to monitor when those lower chambers stop working right,” he said. “When they see that
happening, it will automatically send out an electric shock.”

Phil Martinez said he and his wife — the parents of four, with Emilio the youngest — couldn’t help but think
of what might have been.

“This just came out of nowhere” the father said. “Right now, we just can’t say how grateful we are to the
school, to Deana and Jay, and to everyone that helped keep him alive.”
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Ciencea athletic director Deana Schneider used an AED defibrillator to revive
a student who went down in the weight lifting room on Monday.

Emilio Martinez

Auntomated external defibrillator

An automated external defibrillator is a portable device used to restore normal heart rhythm to patients in
cardiac arrest.

An AED is applied outside the body. It automatically analyzes the patient’s heart rhythm and advises the
rescuer whether or not a shock is needed to restore a normal heartbeat. If the patient’s heart resumes
beating normally, the heart has been defibrillated.

An AED is used to treat cardiac arrest. It is a lifesaving device because cardiac arrest is a sudden condition

http:/fucsoncitizen.com/morgue/2009/04/23/11501 1-athletic-trainer-saves-football-player-with-defibrillator/ 4/6
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that is fatal if not treated within a few minutes.

Heart attacks and other conditions can cause ventricular fibrillation. In ventricular fibrillation, the
electrical signals in the lower part of the heart are uncoordinated and ineffective. Very little blood is
pumped from the heart to the body or the lungs. If ventricular fibrillation is not treated, it will result in
cardiac arrest.

Source: U.S. Food and Drug Administration
How to operate it

* Regardless of which brand of AED is used, the only knowledge required to operate it is to press the
“ON” button.

* Once the AED is turned on, it actually speaks to you in a computer-generated voice that guides you
through the rest of the procedure.

* You will be prompted to place a set of adhesive clectrode pads on the victim’s bare chest and, if
necessary, to plug in the pads’ connector to the AED.

» The AED will then begin to automatically analyze the person’s ECG rhythm to determine if a shock is
required. It is critical that no contact be made with the person while the machine is analyzing the ECG. If
the person is touched or disturbed, the ECG may not be accurate.

« If the machine determines that a shock is indicated, it will automatically charge itself and tell you when
to press the button that will deliver the shock.

» Once the shock is delivered you will be prompted to resume CPR.

Source: eMedicineHealth

Have you ever performed CPR or used a defibrillator on someone in an
emergency? |

Yes: 19%
No: 80%

118 users voted

Citizen Online Archive, 2006-2009

This archive contains all the stories that appeared on the Tucson Citizen's website from mid-2006 to June
1,2009.

In 2010, a power surge fried a server that contained all of videos linked to dozens of stories in this archive.

Also, a server that contained all of the databases for dozens of stories was accidentally erased, so all of
those links are broken as well. However, all of the text and photos that accompanied some stories have

http://tucsoncitizen.com/morgue/2009/04/23/1 1501 L-athletic-trainer-saves-football-player-with-defibrillator/
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been preserved.

For all of the stories that were archived by the Tucson Citizen newspaper's library in a digital archive
between 1993 and 2009, go to Morgue Part 2

Search site | Terms of service
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HOUSE OF REPRESENTATIVES
SCR 1005

rig’hts of caregivers; recognition
Prime Sponsor: Senator Barto, et al., LD 15

X Committee on Health
Caucus and COW

House Engrossed

OVERVIEW
SCR 1005 urges the Arizona legislature to recognize the rights of family members, caregivers
and guardians of individuals with serious mental illness.

PROVISIONS
1. Urges the members of the legislature to recognize that family members, caregivers and
guardians of an individual with serious mental illness have the right to:

a. Communicate with all providers of behavioral health care services for that individual;

b. Be treated with respect and compassion when seeking the appropriate treatment and care
for that individual;

¢. Receive access to approved information during discharge planning if there is an executed
release of information on file or if a valid guardianship is in place;

d. Receive information that will enable them to effectively evaluate the safety and security
of their homes on discharge of that individual into their care;

e. Expect to receive information relating to support services available in the community at
all levels of service, including family support, education, counseling and grief
counseling; and

f. File a grievance, complaint or concern without fear of retaliation and to expect to receive
information regarding the process of such filings.

2. Requests that the members of the legislature recognize that family members, caregivers and
guardians of an individual with serious mental illness to make every effort to establish a
complete medical history that includes information received from family members,
caregivers and guardians and to actively include family members, caregivers and guardians
in treatment planning.

CURRENT LAW
Not currently addressed in statute.

ADDITIONAL INFORMATION

SCR 1005 states that family members, caregivers and guardians of an individual with a serious
mental illness are recognized as an integral part of that individual’s treatment team. It also states
that it is in the best interests of individuals with a serious mental illness for their behavioral
health care providers to have access to any critical medical information and history known to
family members, caregivers and guardians in order to enhance treatment, and under federal and
state law allows them to share this information. Existing federal and state laws allow for family
members, caregivers and guardians of an individual with a serious mental illness to share critical
medical information and history with that individual’s behavioral health care providers.

Fifty-second Legislature Health
Second Regular Session

Attachment é }
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SCR 1005

Additionally, it states that it is not in the best interests of an individual with a serious mental
illness to be discharged to a family member, caregiver or guardian without first equipping that
family member, caregiver or guardian with sufficient information and resources to provide
adequate supportive and ongoing care.

Fifty-second Legislature
Second Regular Session 2 Health




ARIZONA HOUSE OF REPRESENTATIVES
Fifty-second Legislature - Second Regular Session

ROLL CALL VOTE

COMMITTEE ON HEALTH BILL NO. _ SCR 1005

DATE February 23, 2016 MOTION: Ol/,Q

PASS AYE NAY PRESENT | ABSENT
Mr. Boyer |/
Mr. Friese \/
Mr. Lawrence L
Mr. Meyer v
Mrs. Cobb, Vice-Chairman v
Mrs. Carter, Chairman /

S 21 0 (

— {4 E(JM N

APPROVED: CONMTTEE SECRET@(FW

JHEATHER CARTER, Chairman
REGINA COBB, Vice-Chairman
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Fifty-second Legislature - Second Regular Session

COMMITTEE ATTENDANCE RECORD

COMMITTEE ON HEALTH

CHAIRMAN: Heather Carter VICE-CHAIRMAN: Regina Cobb
DATE 2//(9 16 2 116 /16 /16 /16
CONVENED Yi33m Hpa :gvm m m m
RECESSED
RECONVENED
ADJOURNED SO pn | (705 pome

MEMBERS

Mr. Boyer \/ —_—

Mr. Friese e /

Mr. Lawrence v v

Mr. Meyer \/ | V4

Mrs. Cobb, Vice—‘Chaifman \/ v

Mrs. Carter, Chairman L/ 4
V Present -~ Absent exc Excused
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